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Preface 


The global AIDS epidemic is one of the greatest challenges facing our generation. 
AIDS is a new type of global emergency—an unprecedented threat to human 
development requiring sustained action and commitment over the long term. As 
this report shows, the epidemic shows no sign of weakening its grip on human 
society. 


The AIDS crisis continues to deepen in Africa, while new epidemics are growing 
with alarming speed in Asia and Eastern Europe. No region of the world has been 
spared. 


While there is a pressing need for additional resources and commitment, this report 
also documents some of the success stories that have been achieved—by groups of 
people living with or affected by HIV, as well as by governments, nongovernmental 
organizations, business people and religious leaders. 


AIDS has been with us for more than 20 years. It will continue to challenge us for 
many decades to come. The most important lesson we have learned so far is that 
we can make a difference: we can prevent new infections, and we can improve the 


quality of care and treatment for people living with HIV. 


Our greatest challenge is to extend the extraordinary examples of leadership 
recorded in this report to the mainstream of everyday life. In the absence of a cure, 
the mass mobilization of every sector of society remains our only weapon. 


Kofi A. Annan 


Secretary-General of the United Nations 


UNAIDS 


Foreword 


Every two years, on the occasion of the International Conference on AIDS, this Global 
Report sets out our current knowledge on the state of thesepidemic based on the 
experiences of the Joint United Nations Programme on HIV/AIDS (UNAIDS), which 


comprises nine United Nations system agencies. It makes for sobering reading. 


Far from levelling off, rates of infection are still on the rise in many countries in Sub- 
Saharan Africa. Indeed, in 2003 alone, an estimated 3 million people in the region 
became newly infected. Most alarmingly, new epidemics appear to be advancing 
unchecked in other regions, notably Eastern Europe and Asia. 


Countries in Eastern Europe and East Asia are experiencing the fastest growing HIV 
epidemic in the world. The large, populous countries of China, India and Indonesia are 
of particular concern. General prevalence is low there, but this masks serious epidemics 
already under way in individual provinces, territories and states. 


AIDS is the most globalized epidemic in history, and we are witnessing its growing 
‘feminization’. Every year brings an increase in the number of women infected with HIV. 
Globally, nearly half of all persons infected between the ages of 15 to 49 are women. In 
Africa, the proportion is reaching 60%. Because of gender inequality, women living with 
HIV or AIDS often experience greater stigma and discrimination. 


Yet this is a problem with a solution. As our report indicates, we know what works—suc- 
cessful approaches are evolving locally, nationally and globally. They are being helped 
by the growing momentum of international political leadership, by business workplace 
programmes, and by the dynamic mobilization of affected communities themselves—a 
key element that remains at the heart of our global response. 
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The good news is that the world is significantly increasing its commitments and resources. 
Yet as the number of governments, financial institutions and partners responding to 
AIDS increases, there is an urgent need for greater support for, and collaboration with, 
heavily affected countries. There is also a need to avoid duplication and fragmentation of 
resources. 


Building on commitments made by leading donors in April 2004, we must not only raise 
more resources, but make sure that they are spent wisely to help countries mount sustain- 
able and effective AIDS strategies. In particular, we must join forces to help countries 
strengthen their capacity to deliver these strategies. 


A particularly welcome development is that the world has increasingly recognized the need 
to improve access to antiretroviral treatment for all people infected with HIV, regardless 
of the country in which they live. Treatment must be at the heart of every comprehensive 
AIDS strategy. However, prevention is equally important. We must never lose sight of 
doing everything we can to prevent people from becoming infected in the first place. 


Over 20 years of AIDS provides us with compelling evidence that unless we act now we 
will be paying later—a trenchant message for the countries of Asia and the Pacific. AIDS 
demands that we do business differently; not only do we need to do more and do it better, 
we must transform both our personal and our institutional responses in the face of a truly 
exceptional global threat to security and stability. 


AIDS is likely to be with us for a very long time, but how far it spreads and how much 
damage it does is entirely up to us. 


0 \— 


Peter Piot 


Executive Director 
Joint United Nations Programme on HIV/AIDS 


UNAIDS 


Global estimates of HIV and AIDS as of end 2003 


Eastern Europe 


Western Europe & Central Asia 


North America 580 000 1 300 000 
1 000 000 [460 000-730 000). [860 000-1 900 000] | 
[520 000-1 600 000) East Asia 
North Africa > 900 000 
Caribbean & Middle East [450 000-1 500 000) 
430 000 480 000 
[270 000-760 000] [200.000-1 400 000] South & South-East Asia 
6 500 000 
Latin America Sub-Saharan [4 100 000-9 600 000) 
1 600 000 eas 
[1 200 000-2 100 000] 95 million Oceania 
a1 32 000 
[23.1-27.9 million] ito 46000) 


Total number of adults and children living with HIV: 38 million [35-42 million] 


Number of people living with HIV Total 37.8 million [34.6—42.3 million] 
Adults 35.7 million [32.7-39.8 million] 
Women 17 million [15.8-18.8 million] 


Children <15 years 2.1 million [1.9-2.5 million] 


People newly infected with HIV in 2003 Total 4.8 million [4.2-6.3 million] 
Adults 4.1 million [3.6—5.6 million] 

Children <15 years 630000 [570 000-740 000] 

AIDS deaths in 2003 | Total 2.9 million [2.6—3.3 million] 
Adults 2.4 million [2.2-2.7 million] 

Children <15 years 490000 [440 000-580 000] 
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OvercomingAIDS: 
the ‘Next Agenda’ 
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The gender factor 


Women are more physically susceptible to HIV infection than men. Da 
transmission during sex is about twice as likely to occur as female-to- 
infections are present. Moreover, young women are biologically more suscepti 
pause. 

Women’s increased risk is also a reflection of gender inequalities. Gen é 
that define ‘masculine’ and ‘feminine’ attributes and behaviour. In most societies, the rules govern 
for women and men, with men holding most of the power. This means that for many women, Inc 
male partners’ sexual behaviour is the most important HIV-risk factor. 

The epidemic also has a disproportionate impact on women. Their socially defined roles as carers, wives, mothers and grandmoth- 
ers means they bear the greatest part of the AIDS-care burden. When death and illness lead to household or community impover- 
ishment, women and girls are even more affected due to their low social status and lack of equal economic opportunities. 


ta from a number of studies suggest that male-to-female 
male transmission, if no other sexually transmitted 
ble to infection than older women before meno- 


der refers to the societal beliefs, customs and practices 
ng sexual relationships differ 
luding married women, their 


Women and girls’ special vulnerability 


Challenging negative gender roles is critical to the global AIDS response. The 2001 UN Declaration of Commitment on HIV/ 
AIDS recognized that gender inequality is fuelling the epidemic. In the Declaration, governments pledged to create multisec- 
toral strategies to reduce girl’s and women's vulnerabilities. Its 2003-2005 benchmarks include: 


e addressing the epidemic’s gender dimensions (article 37); 
e accelerating national strategies that promote women’s advancement and their full enjoyment of all human rights; the 


sharing of responsibility by men and women to ensure safer sexual behaviour and empowering women to make decisions 
about their sexuality and protect themselves from HIV (article 59); 


e eliminating discrimination against women, including violence against women, harmful traditional practices, trafficking and 
sexual exploitation (articles 61-2); 


e reducing mother-to-child HIV transmission by increasing women’s access to antenatal care, information, counselling and 
testing, other prevention services, and treatment (article 54); and 


e reviewing the epidemic's social and economic impact, especially on women in their role as caregivers (article 68). 


Since 2001, a variety of regional, national and international initiatives have emerged. The United Nations Development Fund 
for Women launched a programme to intensify gender and human rights activities within 10 highly affected countries’ national 
responses (Barbados, Brazil, Cambodia, India, Kenya, Nigeria, Rwanda, Senegal, Thailand, and Zimbabwe). Among other 
activities, the programme aims to enhance national capacity to review legislation or policies with implications for the epidemic’s 
gender dimensions. 


“Too often | have listened to women describe how their experiences are not part of the policy discussion. Whether 
talking about the unequal impact of globalization, the ravages of war and armed conflict, or the reality of living with HIV/ 
AIDS, they feel marginalized and excluded from decision-making and resources that affect their lives. And yet, it is well- 
known that the most effective policy approaches come from listening to those who have experienced such problems 
first hand, who can provide needed perspectives, improve understanding and offer creative solutions so that resources 
may be used creatively”. —Noeleen Heyzer, Executive Director, the United Nations Development Fund for Women 


HIV-positive women's organizations are becoming increasingly visible. Globally, the International Community of Women Living 
with HIV and AIDS helps positive women’s organizations to share their experiences. One of the organization's recent initiatives 
is the Voices and Choices project. It includes participatory research and advocacy for improved policy and practices. In 12 
francophone African countries, it also currently researches support, treatment and care provision for HIV-positive women. 


A new coalition 


In 2003, the Global Coalition on Women and AIDS was launched. It brings together HIV-positive persons, civil society leaders 
celebrity activists, nongovernmental organization (NGO) representatives, and UN figures to facilitate collaboration and to su . 
port innovative scaling up of efforts that have an impact on women’s and girls’ lives. The Global Coalition will work on: ‘eich 
ing HIV infection among girls and young women; reducing violence against women: protecting girls’ and women’s property and 
inheritance rights; ensuring women’s and girls’ equal access to treatment and care; supporting community-based care with a 


special focus on women and girls; promoting women's access to new preventi i 
cus on ion technologies and suppo 
towards girls’ universal education. ; eee 
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AIDS is an extraordinary kind of a crisis. To stand any chance of effectively responding to the epi- 
demic we have to treat it as both an emergency and a long-term development issue. This means 
resisting the temptation to accept the inevitability of AIDS as just another of the world’s many prob- 
lems. The AIDS epidemic is exceptional; it requires an exceptional response that remains flexible, 


creative, energetic and vigilant. 


AIDS is unique in human history in its rapid 
spread, its extent and the depth of its impact. 
Since the first AIDS case was diagnosed in 
1981, the world has struggled to come to 
grips with its extraordinary dimensions. Early 
efforts to mount an effective response were 
fragmented, piecemeal and vastly under- 
resourced. Few communities recognized the 
dangers ahead, and even fewer were able to 
mount an effective response. Now, more than 
20 years later, 20 million people are dead and 
37.8 million people (range: 34.6-42.3 mil- 
lion) worldwide are living with HIV. And still, 
AIDS expands relentlessly, destroying people's 
lives and in many cases seriously damaging the 
fabric of societies. 


But experience has shown that the natural 
course of the epidemic can be changed with the 
tight combination of leadership and compre- 
hensive action. Two decades of tackling AIDS 
have yielded important successes and have 
taught crucial lessons about which approaches 
work best, although a cure remains elusive. We 
now know that comprehensive approaches to 
prevention bring the best results. Forthright 
national leadership, widespread public aware- 
ness and intensive prevention efforts have 
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enabled entire nations to reduce HIV trans- 
mission. In Africa, Uganda remains the pre- 
eminent example of sustained success. In Asia, 
comprehensive action in Thailand averted 
some five million HIV infections during the 
1990s. Cambodia too has managed to curb 
rapid growth of its epidemic. On every con- 
tinent we can point to cities, regions or states 
where concerted efforts have kept the epidemic 
at bay. 


At the same time, we now have antiretroviral 
medicines that can prolong life and reduce the 
physical effects of HIV infection. Coordinated 
national and international action has slashed 
the prices of these medicines in low- and 
middle-income countries, and sustained efforts 
are now under way to make access a reality for 
people living with HIV across the world who 
desperately need antiretroviral therapy. 


Furthermore, the veil of silence and stigma 
that has crippled efforts to respond to AIDS 
is finally lifting in many countries. Leaders 
of governments, businesses and religious and 
cultural institutions are increasingly coming 
forward to take action against AIDS. The 
movement of people living with HIV has 
become a global force in the vanguard of social 
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® The epidemic remains extremely dynamic, growing and 
transmission. 

® Girls and young women are at greatest risk. As of D 
HIV worldwide, and for 57% in sub-Saharan Africa. 

© Young people (15-24 years old) account for half of a 
day. a 

® The 2001 UN Declaration of Commitment on + 
by 2005. However, only minimal coverage has been ac 


\ 
ys change in responding to the epidemic. The 


impact of AIDS on development prospects in 
the worst-affected regions is being increasingly 
recognized, and action is under way to make 
necessary fundamental shifts in development 
practice. 


Despite these signs of progress, more sophis- 
ticated monitoring and evaluation of the 
epidemics behaviour reveal the scale of the 
challenge: fewer than one in five people who 
need prevention services and tools have access 
to them. Globally, five to six million people 
need antiretroviral medicines now; yet only 
7% in low- and middle-income countries have 
access to these drugs—fewer than 400 000 
people at the end of 2003. Many national lead- 
ers are still in denial about the impact of AIDS 
on their people and societies. 


An unprecedented level of financial resources 
is now available to tackle the disease, but it 
is still less than half of what is really needed. 
Even these funds are not being applied in a 
fully effective, coordinated manner. In some 
instances, AIDS funding sits idle, blocked in 
government bank accounts or stalled by rules of 
international funders. * 


Progress update on the global response to the AIDS epic 
The AIDS epidemic: dynamic and diverse 
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The result: the AIDS epidemic is now at a true 
crossroads. If the world’s response to AIDS 
continues in its well-meaning but haphazard 
and ineffectual fashion, then the global epi- 
demic will continue to outpace the response. 
But there is an alternative: to embark boldly 
upon the ‘Next Agenda—an agenda for future 
action that adopts the essential, radical and 
innovative approaches needed for countries to 
reverse the course of the epidemic. 


A few home truths... 


Women now the most affected 


In the early days of the epidemic, men vastly 
outnumbered women among people infected 
with HIV. Indeed, it initially took the medical 
establishment some time and a great deal of 
evidence before it accepted the very idea that 
HIV was a threat to women. The proportion 
of females infected by HIV worldwide steadily 
grew until by 2002 about half of all people 


infected were women and girls. 


In Southern Africa, where almost every family 
has been touched by AIDS, infected females 


outnumber males by as much as two to one 


are services 
2. Current preven- 
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Assessing global and national progress in scaling up responses 
to AIDS ? 


As part of follow-up activities to the 2001 UN Declaration of Commitment on HIV/AIDS, the UNAIDS 
Secretariat and Cosponsors collaboratively developed a series of global, regional and national indicators 
to measure the world’s progress in reaching the Declaration’s targets. 


In 2003, 103 Member States of the UN provided UNAIDS with national reports on their progress, which 
formed the basis of a comprehensive assessment of global, regional and national responses to AIDS. It 
was called ‘Progress report on the global response to the HIV/AIDS epidemic, 2003’. 


In 2004, key elements of this material have been further updated by a study called ‘Coverage of selected 
services for HIV/AIDS prevention and care in low- and middle-income countries in 2003’ (Policy Project, 
2004). These two reports present progress on key global and national indicators in areas such as national 
response scale up, resources, eliminating stigma and discrimination, and prevention and treatment pro- 
grammes. 


Examples of key findings include the following: since 2002 global funding available to respond to AIDS 
almost tripled, but remains seriously inadequate, and—due to various blockages—is not reaching those 
who need it most: 38% of countries still have not adopted AIDS-related anti-discrimination legislation; and 
nearly one-third of countries lack policies that ensure women’s equal access to critical prevention and 
care services. 


The UNAIDS report’s goal was to spur all stakeholders to generate even greater commitment towards 
achieving the 2001 UN Declaration of Commitment targets. Updated indicators in each area are spread 
throughout this global report and can be found in boxes called ‘Progress update on the global response 
to the AIDS epidemic’. 


in some age groups. Besides being the major- 15—24-year-olds have never known a world 


ity of those infected, women and girls are now 
bearing the brunt of the epidemic in other 
ways too: it is they who principally take care 
of sick people, and they are the most likely to 
lose jobs, income and schooling. Women may 
even lose their homes and other assets if they 
are widowed. To bring the concerns of women 
and girls into sharp focus, gender sections can 
be found in each chapter. 


Young people: harsh impact 


The epidemic is also affecting young people 
disproportionately: 15—24-year-olds account 
for half of all new HIV infections worldwide; 
more than 6000 contract the virus every day. 
This trend is especially alarming because this is 
the largest youth generation in history. Today's 


without AIDS, and have no ‘folk memory’ of 
the shocking early days of the ‘new’ disease. 
Yet it is today’s young people who will be 
responsible for sustaining responses to the epi- 
demic—they are tomorrow’s leaders, thinkers 
and decision-makers, and it is vital that they 
play an integral part in responding to the epi- 
demic (see “Young People’ focus). 


The epidemic’s dimensions and 
the task ahead 


No other infectious disease in history has been 
so intensively studied. In the two decades since 
AIDS was first recognized, an enormous amount 
has been learned about HIV and the forces that 
drive the epidemic around the world. 
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Factors that influence HIV 
transmission: vulnerability and risk 


Given the increases in the number of women 
infected with HIV, there is a special need to 
address the specific factors that contribute to 
women’s vulnerability and risk. These include 
ensuring adolescent girls have access to infor- 
mation and services, that violence against 
women is not tolerated, that women can 
enforce property rights, that they do not miss 
out on treatment and that prevention options 
are expanded (for example, through develop- 
ing a microbicide). However, in seeking to 
empower women, it is important to recognize 
that cultural and social expectations for boys 
and men can be just as much of a trap; they too 
need to be empowered to recognize and reject 
pressures to treat women and girls badly. 


HIV transmission is not a random event; the 
spread of the virus is profoundly influenced by 
the surrounding social, economic and political 
environment. Wherever people are struggling 
against adverse conditions, such as poverty, 
oppression, discrimination and illiteracy, they 
are especially vulnerable to being infected by 
HIV. Efforts to prevent the spread of HIV need 
to focus both on individual risk behaviour, 
and on the broad structural factors underlying 
exposure to HIV—so as to help people control 
the risks they take and thereby protect them- 
selves. 


Vulnerability, risk and the impact of AIDS 
coexist in a vicious circle. Vulnerability can 
be reduced by providing young people with 
schooling, supporting protective family envi- 
ronments and extending access to health and 
support services population-wide. Addressing 
vulnerability at the structural level includes 
reforming discriminatory laws and policies, 
monitoring practices and providing legal pro- 
tections for people living with HIV. 


Challenges in scaling up antiretroviral 
treatment 


Since 2002, the feasibility of providing anti- 
retroviral therapy in resource-poor settings 
has become almost universally recognized. 
Governments and donors worldwide are 
increasingly_committed to expanding access 
as quickly as possible to the many people who 
need life-prolonging antiretroviral treatment. 


Scaling up antiretroviral treatment requires 
assured long-term political support and fund- 
ing. Any lapse in support could result in col- 
lapsed antiretroviral programmes, with resultant 
interruptions in treatment giving HIV the 
opportunity to become drug resistant. Not only 
would this be an individual tragedy, it would 
also create a grave social threat, since drug-resis- 
tant strains of the virus can spread and render 
entire treatment programmes useless. 


Health staffing is also crucial to the prospects of 
extending antiretroviral access. Already, Africa 
has a major shortage of nurses, midwives and 
doctors, as they leave their native countries 
for better salaries, working conditions and 
opportunities in higher-income countries. For 
example, 70% of doctors trained in South 
Africa currently live abroad. The gap is par- 
tially filled with health professionals from other 
African countries, which then widens the gap 
there. The cycle of out-migration leaves the 
lowest-income countries on the continent in 
dire need. 


It is important to avoid the lana .of chaos 
reported from some couhtries, where des- 
perate patients buy antiretrovirals without 
medical advice and often without prescrip- 
tions. Treatment literacy should be an integral 
part of all treatment programmes, and people 
with HIV can play an important role since they 
speak with the authority of their own experi- 
ence. In addition, community members can 
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be trained to support treatment adherence and 
can assume some of the duties of health-care 
workers. This will help make more efficient use 
of all available resources. 


AIDS-related stigma hampers 
the response and accelerates 
transmission 


AIDS-related stigma and _ discrimination 
directly hamper the effectiveness of AIDS 
responses. Stigma and concerns about dis- 
crimination constitute a major barrier to 
people coming forward to have an HIV test, 
and directly affect the likelihood of protective 
behaviours. For example, the silence around 
HIV can prevent the use of condoms or can 
lead to HIV-positive women breastfeeding 
their infants for fear of being identified. 


Stigma is not only directed towards people 
living with HIV. In many cases, HIV stigma 
has attached itself to pre-existing stigmas—to 
racial and ethnic stereotypes and to discrimina- 
tion against women and sexual minorities. At 
the same time, long-standing patterns of racial, 
ethnic and sexual inequality increase vulner- 
ability to HIV. In many countries stigma and 
discrimination remain important barriers to 
understanding how marginalized groups of 
society are coping with the epidemic. 


Data now show that relatively new epidemics 
in East Asia, Eastern Europe and Central Asia 
are spreading fast. Despite the overwhelming 
evidence that AIDS is everywhere, the impulse 
to say AIDS is only a problem ‘somewhere 
else’ is still strong. In such a climate, people 
who are stigmatized and live on the margins of 
society, such as injecting drug users and men 
who have sex with men, are often badly served 
by prevention programmes. In some countries, 
their care and support needs are systematically 


ignored. 
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Developing a comprehensive 
approach to HIV prevention 


Current HIV-prevention coverage is extremely 
low. Only a fraction of people at risk of HIV 
exposure have meaningful access to basic pre- 
vention services, although most countries have 
developed strategic frameworks for prevention 
activities. In low- and middle-income coun- 
tries in 2003, only one in ten pregnant women 
was offered services for preventing mother-to- 
child HIV transmission, and an even smaller 
proportion of adults aged 15-49 years had 


access to voluntary counselling and testing. 


Closing this prevention gap will require major 
recommitment of resources as well as a com- 
to full-scale 
many efforts today are still at the “demon- 
stration project’ level. It should be stressed 


mitment programming—too 


that efforts to expand coverage of prevention 
services should avoid ‘more of the same’. They 
need to take account of what experience has 
shown works best. For example, evidence sug- 
gests that messages and activities developed at 
the grassroots level are much more effective 
than those developed by remote ‘professionals,’ 
and that to make a difference, prevention mes- 
sages need to be focused and go beyond simply 
raising awareness of AIDS. 


Full-scale and comprehensive 
efforts will need to be sensitive to the differ- 
ent contexts of the epidemic. For example, 
where overall HIV prevalence remains low, 


prevention 


the relative importance of measures addressing 
particularly vulnerable sections of the popula- 
tion—such as sex workers, men who have sex 
with men, or migrant populations—increases. 
Where population-wide prevalence is high, 
efforts still need to be tailored to particular 
populations, but reducing HIV transmission 
will depend on achieving and sustaining a 
broad range of safe behaviours across wide 
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population sectors, such as all young people. 
Evidence-informed decisions about  effec- 
tive prevention require knowledge of local 
epidemics, how they are changing over time, 
and who is currently at greatest risk of HIV 
exposure. 


The changing nature of the epidemic requires 
prevention efforts to be constantly renewed. 
For example, it has become clear that the 
overwhelming emphasis on more effective 
treatment in high-income countries since the 
latter half of the 1990s was to the detriment of 
renewed prevention efforts. Prevention gains 


mission were experienced for the first time in 
a decade. Similarly, in Thailand, outstanding 
success in reducing transmission associated 
with sex work in the 1990s changed the shape 
of the epidemic; now, the area of greatest need 
is within marriages and regular relationships. 


Impact alleviation 


The first signs of the full-scale societal impact 
of AIDS are becoming apparent in Southern 
and Eastern Africa, with the exacerbation 
of food crises, increases in the number of 
orphans, and relentless weakening of human 


stalled and, in many cases, rises in HIV trans- _ capacity in both government and private sec- 


The UN system: active on all fronts 


The United Nations system has remained committed to the effective implementation of the 2001 
Declaration of Commitment on HIV/AIDS. The Joint UN response to the AIDS epidemic continues to gather 
pace, especially with the addition of the World Food Programme (WFP) as the ninth UNAIDS Cosponsor. 


Twenty-nine individual UN agencies take global leadership roles in their areas of specialization. Among 
UNAIDS Cosponsors these are: United Nations Office on Drugs and Crime (UNODC) on injecting drug 
users; United Nations Population Fund (UNFPA) on gender and young people; United Nations Educational 
Scientific and Cultural Organization (UNESCO) on education; United Nations Children’s Fund (UNICEF) 
on orphans and mother-to-child transmission; International Labour Organization (ILO) on HIV and the 
workplace; United Nations Development Programme (UNDP) on HIV, governance and development; and 
the World Bank through its Multi-Country AIDS Programme. With the joint World Health Organization and 
UNAIDS ‘3 by 5’ Treatment Initiative, the WHO has increased its role in the global expansion of access to 
antiretroviral treatment. 


The United Nation’s Secretary-General’s four Special Envoys on HIV/AIDS have increased HIV-related 
political, donor, civil society and media attention. For example, Nafis Sadik, the Special Envoy for Asia 
has boosted Nepal’s human-rights approach to AIDS. In several Caribbean countries, Dr George Alle ne, 
the Special Envoy for the Caribbean, encouraged legal reforms and steps to reduce AIDS-related Pris 
and discrimination. Meanwhile, the UN Special Envoy for Eastern Europe and Central Asia Dr ’ 

Kalling, is raising awareness of how injecting drug use is a key factor in HIV spread : | 


In Africa, Stephen Lewis, the Special Envoy for that region, has joined with James T. Morris Executive 
Director of WFP and the UN Secretary-General’s Special Envoy for Humanitarian Needs in Southern 


Africa, to raise awareness about Southern Africa’s deadly combinati 
ombinat iki 
human capacity. y ion of AIDS, drought and shrinking 


tors. AIDS is fundamentally changing the 
fabric and functioning of societies. One way 
in which the epidemic creates a vicious circle is 
by striking hardest at those countries with the 
weakest capacity to implement responses. In 
many nations, AIDS is now depleting capacity 
faster than it can be replenished. 


Given the deep and lasting effects of the epi- 
demic, the most-affected countries need to 
review and adapt policies and investments 
across a wide range of areas to cope with the 
coming impact. AIDS calls for a complete re- 
thinking of how skills will be built, retained and 
sustained. In low-prevalence countries, aggres- 
sive prevention efforts are important in order 
to preserve investments in human and institu- 
tional development. A long-term perspective on 
retaining or rebuilding development capacity 
needs to be adopted. The immediate pressures 
of responding to the epidemic and keeping 
people alive will have immediate returns, but 
must also be accompanied by forward-look- 
ing measures that restore social resilience (see 
‘Impact’ chapter). 


More commitment needed to help 
orphans 


An issue of particular concern is the neglect 
of orphaned children. AIDS has killed one or 
both parents of an estimated 12 million chil- 
dren in sub-Saharan Africa. Yet less than half 
of the countries with the most acute crisis have 
national policies in place to provide essential 
support to children orphaned or made vulner- 
able by the epidemic. To limit the impact of 
AIDS on the social and economic life of com- 
munities and countries, it is a political impera- 
tive that orphaned and vulnerable children be 
cared for. 
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Challenges of the ‘Next Agenda’ 


It will take some extraordinary efforts to make 
the leap from the current piecemeal approaches 
to AIDS to the dynamic requirements of the 
‘Next Agenda’. The world’s foremost national 
and international leaders, scientists, policy- 
makers, business and community leaders and 
the UN system all need to create new con- 
cepts and embrace key challenges in order to 
revolutionize and harmonize the global AIDS 
response. 


Resources and funding 


In financing, the “Next Agenda’ will require 
innovations that enhance country capacity to 
determine resource needs in prevention, care 
and impact alleviation. It requires countries 
and the international community to respond 
with unprecedented commitment and politi- 
cal will. Important progress has been made 
in raising additional funds, but global spend- 
ing in 2003 was less than half of what will be 
needed in 2005, and only one-quarter of the 
amount needed in 2007 (see ‘Finance’ chap- 
ter). National and community-level civil soci- 
ety organizations require support to access and 
effectively use funds. For their part, donors and 
the international community need to carefully 
determine their fair share of contributions to 


the AIDS response. 


Efforts to track resources and to prove they are 
being used efficiently also need strengthening, 
since this evidence is key to continuing finan- 
cial support for programmes. 


Building and rebuilding capacity 


In addition to mobilizing still more funds, a 
great deal of work is needed to seriously scale 
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up country programming capacity, and to 
clear blockages and bottlenecks in the system 
to ensure the money gets to where it is needed 
to support activities. AIDS itself has seriously 
depleted response capacity, and in many cases its 
impact has been worst in those communities and 
nations where capacity was already weakest as a 
result of decades of inadequate development. 


Bold new approaches are required to reinvest in 
human and community resources, starting with 
preserving lives to the greatest extent possible, 
including through the roll-out of antiretroviral 
therapy. Long- and short-term strategies are 
needed in equal measure. In the immediate 
term, most countries possess untapped human 
capacity reserves (for example, in trained work- 
forces that have retired or moved away from 
their professions). In the longer term, strategies 
that reverse the worst effects of ‘brain drain’ need 
to be devised. 


Harmonization and coordination 


At the national level, all stakeholders need to 
accept that an effective AIDS response can 
only be achieved if countries own and drive 
it within their own borders. International 
assistance is important, but it only works 
effectively if it is embedded within a national 
response. The concepts of national ownership, 
multisectorality, mainstreaming, harmoniza- 
tion and coherence need to be based on guid- 
ing principles called the “Three Ones’: one 
agreed AIDS action framework that provides 
the basis for coordinating the work of all part- 
ners; one national AIDS coordination body, 
with a broad-based multisectoral mandate; 
and one agreed country-level monitoring and 
evaluation system. 
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Action informed by science 


The threat posed by AIDS is now widely 
recognized. More resources than ever before 
have been pledged to respond; and more than 
ever, evidence is available about what works 
in response to the epidemic. Unfortunately at 
times, a willingness to be guided by scientific 
evidence and to develop consensus on effective 
approaches is put aside in favour of precon- 
ceived prejudices or sectoral interests, to the 
detriment of a concerted global response to 
AIDS. Time costs lives and it is vital that the 
world unites with a common understanding of 
what is needed to mount a rapid and effective 
response. 


The exceptionality of AIDS 


AIDS is an exceptional disease with excep- 
tional and wide-ranging impact; it requires an 
exceptional response. It has the characteristics 
of both a short-term emergency and of a long- 
term development crisis. New and hybrid forms 
of response are needed. International financial 
institutions need to create mechanisms which 
alleviate countries’ debt-service payments so 
they can devote additional resources to their 
AIDS response. Potential short-term inflation- 
ary effects of increased and additional resources 
applied to the HIV epidemic can be managed, 
and in any event, pale in comparison with what 
will be the long-term effects of half-hearted 


responses to AIDS on the economies of hard- 
hit countries. 


The world has new tools and a new opportu- 
nity to beat the scourge of AIDS. This is the 


moment for a bold new agenda to tackle AIDS; 
we must not let it pass. dX 
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A global overview of 
the AIDS epidemic 
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Women increasingly infected by HIV 


In recent years, the overall proportion of HIV-positive women has steadilyincreased. In 1997, women were 41% 
of people living with HIV; by 2002, this figure rose to almost 50%. This trend is most marked in places where 
heterosexual sex is the dominant mode of transmission, particularly the Caribbean and sub-Saharan Africa. 
Women also significantly figure in many countries with epidemics that are concentrated in key populations such 
as injecting drug users, mobile populations, and prisoners. 


Sub-Saharan Africa 


Nowhere is the epidemic’s ‘feminization’ more apparent than in sub-Saharan Africa, where 57% of adults 
infected are women, and 75% of young people infected are women and girls. Several social factors are driving 
this trend. Young African women tend to have male partners much older than themselves—partners who are 
more likely than young men to be HIV-infected. Gender inequalities in the region make it much more difficult for 
African women to negotiate condom use. Furthermore, sexual violence, which damages tissues and increases 
the risk of HIV transmission, is widespread, particularly in the context of violent conflict. 


In countries where the general population's prevalence is high and women’s social status is low, the risk of HIV 
infection through sexual violence is high. A survey of 1366 women attending antenatal clinics in Soweto, South 
Africa, found significantly higher rates of HIV infection in women who were physically abused, sexually assaulted 
or dominated by their male partners. The study also produced evidence that abusive men are more likely than 
non-abusers to be HIV-positive (Dunkle et al., 2004). 


Asia 


Similar factors are threatening women in South and South-East Asia, but the overall impact in the region is much 
lower because the epidemic in most countries is concentrated among injecting drug users and other key popu- 
lations. At the end of 2003, women accounted for 28% of infections, a slight increase compared to end-2001 
estimates. In South Asia, women’s low economic and social position has profound implications. Congruence 
between indicators of women’s poor status and their HIV vulnerability suggests a close link between patriarchy 
and HIV in South Asia (UNDP, 2003). Women typically have limited access to reproductive health services and 
are often ignorant about HIV, the ways in which it can spread and prevention options. Social and cultural norms 
Shon prevent them from insisting on prevention methods such as use of condoms in their relations with their 
usbands. 


Global increases, global inequality 


Increases in the percentage of HIV-infected women also appear to be rising in: North America (25% in 2003 
compared to 20% in 2001); Oceania (19% in 2003, compared to 17% in 2001); Latin America (36% in 2003, 
compared to 35% in 2001); the Caribbean (49% in 2003, compared to 48% in 2001), and Eastern Europe and 
Central Asia (33% in 2003, compared to 32% in 2001). While it is difficult to compare all the regional factors 


causing this increase, it is clear that gender inequalities—especially the rules governing sexual relationships for 
women and men—are at the heart of the matter. 
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In 2003, an estimated 4.8 million people (range: 4.2-6.3 million) became newly infected 


with HIV. This is more than in any one year before. Today, some 37.8 million people (range: 
34.6—42.3 million) are living with HIV, which killed 2.9 million (range: 2.6-3.3 million) in 
2003, and over 20 million since the first cases of AIDS were identified in 1981. 


The epidemic remains extremely dynamic, 
growing and changing character as the virus 
exploits new opportunities for transmission. 
There is no room for complacency anywhere. 
Virtually no country in the world remains 
unaffected. Some countries that have let 
down their guard are seeing a renewed rise 
in numbers of people infected with HIV. For 
example, in some industrialized countries, 
widespread access to antiretroviral medicines 
is fuelling a dangerous myth that AIDS has 
been defeated. In sub-Saharan Africa, the 
overall percentage of adults with HIV infec- 
tion has remained stable in recent years, but 
the number of people living with HIV is still 
growing. 


The epidemic is not homogeneous within 
regions; some countries are more affected 
than others. Even at country level there are 
usually wide variations in infection levels 
between different provinces, states or dis- 
tricts, and between urban and rural areas. In 
reality, the national picture is made up of a 
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series of epidemics with their own character- 
istics and dynamics. 


Since 2002, there has been a resurgence of 
energy and commitment in responding to 
the epidemic. Finances have increased con- 
siderably, and donors are exploring ways of 
channelling AIDS resources more quickly 
and efficiently to where they are most needed. 
The cost of antiretroviral medicines has tum- 
bled, and concerted efforts are being made 
to extend treatment to millions of people 
in low- and middle-income countries whose 
lives depend on it. There is now also more 
funding available for prevention. 


Together, all these approaches are making a 
difference in curbing the spread of HIV and in 
restoring quality of life to infected people and 
their families. But they are doing so on a scale 
that is nowhere near the level required to halt or 
reverse the epidemic. At the rate it is currently 
spreading, HIV will have an increasingly serious 
impact into the foreseeable future, unravelling 
the fabric of societies in its path. 
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Trends of global HIV infection 


The number of people living with HIV continues to rise, despite the fact that oe Vee 
strategies exist. All the estimates in this report are based on updated estimation methodologies a a 
latest available data. Hence current estimates cannot be compared directly with previously pub ishe 
estimates. UNAIDS and the World Health Organization (WHO) have produced country-specific estimates 
for HIV every two years since 1998. During that time, the methods and assumptions used to make these 
estimates have been continually evolving. The UNAIDS Reference Group on Estimates, Modelling and 
Projections (scientists and researchers from a variety of institutions, convened by UNAIDS) meets 
annually to guide this process and refine the research tools, drawing on work carried out through smaller 
technical groups over the course of the year. Updated assumptions and methods are then applied to the 
subsequent round of estimates. 


UNAIDS and WHO have revised their global estimates of the number of adults living with HIV, particularly 
in the sub-Saharan region. These new estimates are the result of more accurate data from country 
surveillance, additional information from household surveys, and steady improvements in the modelling 
methodology used by UNAIDS, WHO and their partners. This has led to lower global HIV estimates for 
2003, as well as for previous years. Although the global estimates are lower, this does not mean the AIDS 
epidemic is easing off or being reversed. The epidemic continues to expand. 


There are massive challenges in determining the exact prevalence levels of any disease—all figures are 
estimates based on available data. While the facts on HIV have been more accurate than many infectious 
diseases, there are those who would argue that UNAIDS and WHO have sometimes underestimated the 
epidemic, and at other times inflated the HIV numbers. The reality is more complex since global estimates 
are based on country estimates which themselves are derived from country surveillance systems. These 
systems collect data on HIV infection leveis in different groups, but data are incomplete and their quality 
has varied. 


In many countries, vast populations in rural areas are not well covered by surveillance. Because of social 
and political prejudice, many surveillance systems also bypass the population groups most likely to be 
exposed to HIV, such as injecting drug users, sex workers and men who have sex with men. By 2002, only 
36% of low- and middle-income countries had a fully implemented surveillance system; however, 58% of 
countries with a generalized epidemic (where HIV prevalence is above 1%) had such a system. 


The three most-commonly-used sources of data are sentinel surveillance systems that undertake periodic 
surveys among specific population groups; national population-based Surveys; and case reports from 
health facilities. Each type of data has strengths and weaknesses. If more sources can be tapped, a more 
detailed picture can be pieced together and more accurate estimates achieved. In sub-Saharan Africa, the 
virus is spreading throughout the general population in many countries, and estimates are based largely 
on information gathered from pregnant women attending selected antenatal clinics. Recently, several 
countries have conducted national population-based surveys with HIV testing, some of which have been 
Demographic and Health Surveys. Examples include Burundi, Kenya, Mali, Niger, South Africa, Zambia 
and Zimbabwe. The data from these Surveys have suggested that previous estimates based on sentinel 
surveillance were too high. However, all data are subject to possible biases. For example: 


® The assumption that HIV prevalence among pregnant women is equivalent to the prevalence among 


both men and women in the surrounding communities may not be valid in all countries. 


¢ Data from antenatal clinics do not fully represent remote rural populations, and there are few data to 
help adjust for this bias. 


In household surveys in some countries, people who refuse to participate, and those who are not at 
home when the survey team Passes, may well have higher levels of HIV infection. 
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Global AIDS epidemic 1990-2003 
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Source: UNAIDS/WHO, 2004 
Figure 1 


Difficulties in reconciling different estimates based on data from health facilities and population-based 
surveys are not applicable solely to HIV. For many conditions and diseases, including micronutrient de- 
ficiencies, noncommunicable disorders, and infectious diseases, estimates are improved through surveys 
collecting clinical and biological data. Even when non-disease indicators, such as poverty levels, are used, 
reconciling national household accounts with household surveys has become a difficult technical issue. 
But most experts agree that both should be used and that the truth about global poverty and inequality lies 
somewhere between the extremes suggested by the two methodologies. 


An accurate picture of the epidemic is vital for directing national responses. Some countries may 
exaggerate estimates if they believe that doing so will increase their chances of obtaining international 
funding support. Or they may understate estimates to disguise poor political leadership, or because 
they fear high HIV levels will scare off tourists or business investors. However, much of the difference in 
interpreting the data does not stem from purposeful misrepresentation, but from the simple fact that there 
are important data gaps. 


Even before the latest household survey results were released, more sophisticated sentinel surveillance 
and improved analysis resulted in lower estimates for a number of African countries. This is good news 
in that it means that fewer people than previously thought will suffer the horror of AIDS, but it should not 
be cause for undue optimism. For Africa, AIDS remains a catastrophe, and unrelenting commitment is 
required to turn the epidemic around and alleviate its tremendous impact. 


Good intelligence is the key to appropriate action 


Almost universally, mainstream society disapproves of, and sometimes harshly punishes, behaviour 
such as illicit drug use, sex between men, and sex work. This societal disapproval has meant that people 
engaged in these behaviours are frequently ignored by epidemiological surveillance systems, even 
though they are among the most likely to be exposed to HIV. Failure to monitor what is going on among 
them inevitably means that efforts to respond to the epidemic will be out of step with what is required, and 
HIV will retain the upper hand. Countries that conduct comprehensive surveillance are more likely to have 
an accurate picture of their epidemic, and can better plan an effective response. 
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Progress update on the global response to the AIDS ep nid ni 
AIDS epidemic continues to expand; vulnerable popula ons ai 


© Country data indicate that the number of people living with HIV continues oo all pe iy ye 
ica rema hardest-hit region ext 


tions is inadequate. 
© Diverse epidemics are under way in Eastern Europ 
epidemics across the region. 


e In many high-income countries, sex between men play 


infections in North America. 
© InLatin America and the Caribbean, 11 countrie 
Source: UNAIDS 


Asia 


In China, 10 million people may be infected 
with HIV by 2010 unless effective action is 
taken. The virus has spread to all 31 provinces, 
autonomous regions and municipalities, yet 


An estimated 7.4 million people (range: 5.0-10.5 
million) in Asia are living with HIV. Around 
half a million (range: 330 000-740 000) are 


haved ta bake dled oF AIDS in 003 Wand each area has its own distinctive epidemic 


about twice as many—l.1 million—(range: Pattern. In some, injecting drug use is fuel- 


610 000-2.2 million) are thought to have ling HIV spread. Among injecting drug users, 
HIV prevalence is 35-80% in Xinjiang, and 


become newly infected with HIV. Among 
20% in Guangdong. In other areas, such as 


young people 15-24 years of age, 0.3% of 
women (range: 0.2—-0.3%) and 0.4% of men Anhui, Henan, and Shandong, HIV gained a 


(range: 0.3-0.5%) were living with HIV by the - foothold in the early 1990s among rural people 


end of 2003. Epidemics in this region remain Who were selling blood plasma to supplement 

largely concentrated among injecting drug their meagre farm incomes. Infection levels of 

users, men who have sex with men, sex workers, 10-20% have been found, rising to 60% in 

clients of sex workers and their sexual partners. certain communities. As a result, many people 
have already died of AIDS. 


China and India: large epidemics India has the largest number of people living 


The region includes the world’s most populous with HIV outside South Africa—estimated 
countries—China and India—with 2.25 billion at 4.6 million in 2002. Most infections are 
people between them. National HIV prevalence acquired sexually, but a small proportion is 


in both countries is very low: 0.1% (range: 0.1— acquired through injecting dr ug use. Injecting 
0.2%) in China and between 0.4% and 1.3% in drug use dominates in Manipur and Nagaland 
India. But a closer focus reveals that both have in the north-east of the country, bordering 
extremely serious epidemics in a number of | Myanmar and close to the Golden Triangle. In 
provinces, territories and states. this area, HIV infection levels of 60-75% have 
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Figure 2 


been found among injecting drug users using 
non-sterile injecting equipment. 


In the southern states of Andhra Pradesh, 
Karnataka, Maharashtra, and Tamil Nadu, 
HIV is transmitted mainly through hetero- 
sexual sex, and is largely linked to sex work. 
Indeed, according to selected surveys, more 
than half of sex workers have become infected 
with HIV. In all four states, infection levels 
among pregnant women in sentinel antenatal 
clinics have remained roughly stable at over 
1%, suggesting that a significant number of 
sex workers’ clients may have passed on HIV to 
their wives (see Figure 2). 


In India, knowledge about HIV is still scant 
and incomplete. In a 2001 national behavioural 
study of nearly 85000 people, only 75% of 
respondents had heard of AIDS and aware- 
ness was particularly low among rural women 
in Bihar, Gujarat and West Bengal. Less than 
33% of all respondents had heard of sexually 
transmitted infections and only 21% were 
aware of the links between sexually transmitted 
infections and HIV. 
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HIV transmission through sex 
between men is also a major 
cause for concern in many areas 
of India. Recent research shows 
that many men who have sex 
with men also have sex with 
women. In 2002, behavioural 
surveillance in five cities among 
men who have sex with men 
found that 27% reported being 
married, or living with a female 
sexual partner. In a study con- 
ducted in a poor area of Chennai 
in 2001, 7% of men who have 
sex with men were HIV-positive. 
Attention currently focuses on 
areas with high recorded preva- 
lence, but there is concern about what might be 
happening in the vast areas of India for which 
there are little data. 


Risk behaviour on the rise 


Elsewhere in South Asia, behavioural informa- 
tion suggests that conditions are ripe for HIV 
to spread. For example, in Bangladesh, national 
adult prevalence is less than 0.1%, but there 
are significant levels of risky behaviour. Large 
numbers of men continue to buy sex in greater 
proportions than elsewhere in the region. 
Moreover, most of these men do not use con- 
doms in their commercial sex encounters and 
female sex workers report the lowest condom 
use in the region. 


Among injecting drug users, 71% of those 
who do not participate in needle-exchange 
programmes use non-sterile injecting equip- 
ment, compared with 50% of attendees in 
central Bangladesh programmes, and 25% in 
north-west Bangladesh programmes. Drug use 
in south-east Bangladesh appears to be on the 
rise (Dhaka, 2003). Surveys show that only 
about 65% of young people, fewer than 20% 
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of married women, and just 33% of married 
men have even heard of AIDS. 


In Pakistan, 2001 country-level studies of 
populations more likely to be exposed to 
HIV revealed very low prevalence. Pakistan 
has an estimated adult HIV prevalence 
of 0.1%. It also has about three million 
heroin users, many of whom started inject- 
ing drugs in the 1990s. The first outbreak 
of HIV infection among injecting drug 
users happened in 2003. In Larkana, a small 
rice-growing town in Sindh province, 10% of 
175 injecting drug users tested HIV-positive. 
A behavioural survey in Quetta found that 
a high proportion of respondents used non- 
sterile injecting equipment; and over half of 
them said they visited sex workers. Few had 
heard of AIDS, and even fewer had ever used 


a condom. 


In South-East Asia, three countries in particu- 
lar—Cambodia, Myanmar and Thailand—are 
experiencing particularly serious epidemics. 
Cambodia's national HIV prevalence is around 
3%—the highest recorded in Asia. Data 
suggest that there have been some dramatic 
changes in the shape of Cambodia's epidemic. 
For instance, infection among brothel-based 
sex workers fell from 43% in 1998 to 29% in 
2002 (see Figure 3). 


There have also been sustained declines in 
prevalence among their customers, who 
include urban policemen, military conscripts 
and motorcycle taxi riders. This is believed 
to be due to increased condom use, as well 
as fewer visits to sex workers. However, the 
picture is incomplete: little has been done to 
monitor the epidemic among drug users, or 
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Figure 3 


men who have sex with men, even though 
HIV prevalence among male sex workers in 
the capital was above 15% when last measured 
in 2000 (Girault et al., 2004). 


Thailand: progress is lagging 


In Thailand, the number of new infections has 
fallen from a peak of around 140000 a year in 
1991, to around 21000 in 2003. This remark- 
able achievement came about mainly because 
men used condoms more, and also reduced 
their use of brothels. However, Thailand’s 
epidemic has been changing over the years (see 
Figure 4). There is mounting evidence that HIV 
is now spreading largely among the spouses and 
partners of clients of sex workers and among 
marginalized sections of the population, such 
as injecting drug users and migrants. 


Despite Thailand’s indisputable success, cover- 
age of prevention activities is inadequate. This 
is especially the case among men who have 
sex with men, and injecting drug users; their 
infection levels remain high. In Bangkok, over 
15% of men who have sex with men who were 
tested in a 2003 study were HIV-positive, and 
21% had not used a condom with their last 
casual partner. 


Figure 4 


Many young Thai men avoid brothels because 
they are afraid of contracting HIV. However, 
the drop in commercial sex patronage appears 
to have been accompanied by an increase 
in extramarital and casual sex. Young Thai 
women also appear more likely to engage in 
premarital sexual relationships than earlier gen- 
erations (VanLandingham and Trujillo, 2002). 
In Chiang Rai province, a study among voca- 
tional students revealed that only 7% of males 
surveyed said they had ever bought sex, but 
that almost half the students (male and female) 
were sexually active. Behavioural surveillance 
between 1996 and 2002 shows a clear rise in 
the proportion of secondary-school students 
who are sexually active. It also shows consis- 
tently low levels of condom use. 


One of the newest epidemics in the region is 
in Viet Nam. National prevalence is still well 
below 1%, but, in many provinces, sentinel sur- 
veillance has revealed HIV levels of 20% among 
injecting drug users. Although HIV preva- 
lence among injecting drug users increased sig- 
nificantly in some provinces in the late 1990s, 
recent outbreaks are now occurring in other 
provinces such as Can Tho, Hue, Nam Dinh, 
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Thai Nguyen, and Thanh Hoa. 
Use of contaminated drug 
injecting equipment is believed 
to be responsible for two-thirds 
of HIV infections, but unsafe 
sex is also a concern in Viet 
Nam. In major cities in 2002, 
prevalence levels of 8-24% 
were reported among sex work- 
ers. 


Indonesia's epidemic is 
currently unevenly distributed 
across this archipelago nation 
of 210 million people; six of 
the 31 provinces are particularly badly affected. 
The country’s epidemic is also driven largely by 
the use of contaminated needles and syringes 
for drug injection. HIV prevalence among 
its 125000-196000 injecting drug users has 
increased threefold—from 16% to 48% between 
1999 and 2003. In 2002 and 2003, HIV 
prevalence ranged from 66% to 93% among 
injecting drug users attending testing sites in the 
capital city, Jakarta. Indonesia's drug users are 
regularly arrested and sent to jail. In early 2003, 
25% of inmates in Jakarta’s Cipinang prison 
were HIV-positive. 


Among Indonesia's more than 200 000 female 
sex workers, HIV prevalence varies widely. In 
many areas, recent serosurveillance shows that 
HIV infection in this population group is 
still rare. But some areas of the country have 
recorded sharp rises in the past year or two, 
with reported levels as high as 8—-17%. Among 
transgender sex workers, known as waria, data 
show a sharp increase in HIV prevalence— 
from 0.3% in 1995 to nearly 22% in 2002 in 
Jakarta. There is strong evidence that various 
sexual and injecting-drug-user networks in 
Indonesia overlap significantly, thus creating an 
ideal environment for HIV to spread. 
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Oceania 


In Australia, following a long-term decline, 
the annual number of new HIV diagnoses 
has gradually increased over a five-year period, 
from around 650 cases in 1998 to around 
800 in 2002. HIV transmission continues to 
occur mainly through sexual contact between 
men. Among men diagnosed with newly 
acquired HIV infection between 1997 and 
2002, more than 85% were found to have had 
a history of sex with another man. Relatively 
small percentages of newly acquired infections 
were attributed to a history of injecting drug 
use (3.4%), or heterosexual contact (8.5%). 
Similarly, the principal form of HIV transmis- 
sion in New Zealand continues to be sexual 
contact between men. 


Papua New Guinea, which shares an island 
with one of Indonesia’s worst-affected prov- 
inces, Irian Jaya, has the highest prevalence of 
HIV infection in Oceania. Prevalence is over 
1% among pregnant women in the capital, 
Port Moresby, and in Goroka and Lae. Papua 
New Guinea's epidemic appears largely hetero- 


sexually driven. High levels of other sexually | 


transmitted infections indicate behavioural 
patterns that would also facilitate HIV trans- 
mission beyond sex workers and their clients. 


In other islands in Oceania, HIV infection 
levels are still very low, but levels of sexually 
transmitted infections are high. A person 
with a sexually transmitted infection faces a 
higher risk of contracting and transmitting 
HIV during sexual encounters. In Vanuatu, 
pregnant women have chronically high levels of 
some sexually transmitted infections: 28% have 
Chlamydia and 22% have Trichomonas infec- 
tion. Some 6% of pregnant women are infected 
with gonorrhoea, and 13% with syphilis. About 
40% of the women had more than one sexually 
transmitted infection. Similarly, in Samoa, 
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31% of pregnant women had Chlamydia and 
21% had Trichomonas infection. Overall, 43% 
of pregnant women had at least one sexually 
transmitted infection. 


Sub-Saharan Africa 


Sub-Saharan Africa has just over 10% of the 
world’s population, but is home to close to 
two-thirds of all people living with HIV— 
some 25 million (range: 23.1-27.9 million). 
In 2003 alone, an estimated 3 million people 
(range: 2.6—3.7 million) in the region became 
newly infected, while 2.2 million (range: 
2.0-2.5 million) died of AIDS. Among young 
people 15-24 years of age, 6.9% of women 
(range: 6.3-8.3%) and 2.1% of men (range: 
1.9-2.5%) were living with HIV by the end 
of 2003. 


Figure 5 


Many African countries are experiencing gen- 
eralized epidemics. This means that HIV is 
spreading throughout the general population, 
rather than being confined to populations at 
higher risk, such as sex workers and their clients, 
men who have sex with men, and injecting drug 
users. In sub-Saharan Africa, as the total adult 
population is growing, the number of people 
living with HIV is increasing, with the result 


that adult prevalence has remained stable 
in recent years (see Figure 5). However, 
this overall stabilization of prevalence in 
the sub-Saharan region conceals impor- 
tant regional variations. 


Although prevalence is stable in most 
countries, it is still rising in a few countries, 
such as Madagascar and Swaziland, and is 
declining nationwide in Uganda and in 
smaller areas in several other countries. 
Stabilized infection levels in an epidemic 
often result from rising death rates from 
AIDS, which conceal a continuing high 
rate of new infections. Even when HIV 
prevalence falls, as in Uganda, the number 


of new infections can remain high. 


Within countries, there can be variations 
in prevalence by region. It has long been 
recognized that in most countries HIV 
infection levels are higher in urban than 
in rural areas. A review of national com- 
munity-based studies shows that HIV 
prevalence in urban areas is about twice 
as high as in rural areas (see Figure 6). 


Women face greater risk 


African women are being infected at an 
earlier age than men, and the gap in HIV 
prevalence between them continues to 
grow. At the beginning of the epidemic in sub- 
Saharan Africa, women living with HIV were 
vastly outnumbered by men. But today there 
are, on average, 13 infected women for every 10 
infected men—up from 12 infected women for 
every 10 infected men in 2002. The difference 
between infection levels is more pronounced 
in urban areas, with 14 women for every 10 
men, than in rural areas, where 12 women are 
infected for every 10 men (Stover, 2004). 


The difference in infection levels between 
women and men is even more pronounced 
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Figure 7 


among young people aged 15-24. A review of 
HIV-infection levels among 15—24-year-olds 
compared the ratio of young women living 
with HIV to young men living with HIV (see 
Figure 7). This ranges from 20 women for 
every 10 men in South Africa, to 45 women 
for every 10 men in Kenya and Mali. 


In sub-Saharan Africa, heterosexual transmis- 
sion is by far the predominant mode of HIV 
transmission. Unsafe injections in health-care 
settings are believed to be responsible for 
around 2.5% of all infections. Recently, it 
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has been suggested that unsafe medical injec- 
tions account for most HIV transmission in 
the region (Gisselquist et al., 2002). However, 
a recent thorough review of the evidence 
concluded that, while a serious issue, unsafe 
injections are not common enough to play a 
dominant role in HIV transmission in sub- 


Saharan Africa (Schmid et al., 2004). 


The ‘unsafe injections’ theory does not take 
into account the possibility that people sick 
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with HIV-related disease might receive more 


injections. Moreover, the pattern of injections 
in health-care settings does not match sub- 
Saharan Africa's HIV-infection distribution 
pattern by age and sex. Although the safety 
of injections must be assured in all health-care 
settings, effective strategies addressing sexual 
transmission have the largest potential to turn 
the epidemic around in this region. 


Diverse levels and trends 


There is tremendous diversity across the 
subcontinent in the levels and trends of HIV 
infection (see Figure 8). Southern Africa 
remains the worst-affected region in the world, 
with data from selected antenatal clinics in 
urban areas in 2002 showing HIV prevalence 
of over 25%, following a rapid increase from 
just 5% in 1990. Prevalence among pregnant 
women in urban areas was 13% in Eastern 
Africa in 2002, down from around 20% in the 
early 1990s. During this period, prevalence in 
West and Central Africa remained stable. 


There is no single explanation for why the 
epidemic is so rampant in Southern Africa. 
A combination of factors, often working in 
concert, seems to be responsible. These factors 
include poverty and social instability that result 
in family disruption, high levels of other sexually 
transmitted infections, the low status of women, 
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sexual violence, and ineffective leadership during 
critical periods in the spread of HIV. An impor- 
tant factor, too, is high mobility, which is largely 
linked to migratory labour systems. 


The epidemics in Southern Africa have grown 
rapidly. For example, in Swaziland, the average 
prevalence among pregnant women was 39% 
in 2002—up from 34% in 2000 and only 4% 
in 1992. Moreover, in a number of countries, 
the penetration of the virus into the general 
population has exceeded what was considered 
possible. In Botswana, weighted antenatal clinic 
prevalence has been sustained at 36% in 2001, 
35% in 2002, and 37% in 2003. In South 
Africa, prevalence among pregnant women was 
25% in 2001 and 26.5% in 2002. 


In parts of East and Central Aftica, there are 
signs of real decline in infections in some coun- 
tries. This is most notable in Uganda, where 
national prevalence dropped to 4.1% (range: 
2.8-6.6%) in 2003. In Kampala, prevalence 
was around 8% in 2002—down from 29% 10 
years ago. But even Uganda cannot afford to 
relax: surveys suggest that today’s young people 
may be less knowledgeable about AIDS than 
their counterparts in the 1990s. 
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Mobility and the spread of HIV 


Human mobility has always been a major driving force in epidemics of infectious disease. Two recent 
studies have examined its role in the spread of HIV. 


One study on the relationship between mobility, sexual behaviour and HIV infection in an urban population 
interviewed a representative sample of 1913 men and women in Yaoundé, Cameroon. The study mea- 
sured mobility over a one-year period. It found HIV prevalence of 7.6% among men who had been away 
from home for periods longer than 31 days. Prevalence among those who had been away for less than 
31 days in the year was 3.4%, while prevalence among those who had not been away from home in the 
previous 12 months was 1.4%. The association between men’s mobility and HIV was apparently related to 
risky sexual behaviour and remained significant after controlling for other important variables. There was 
no association between women’s mobility and HIV infection (Lydié et al., 2004). 


Across Southern Africa, the phenomenon of men migrating to urban centres in search of work and leav- 
ing their partners and children at home in rural areas is widespread and has complex historical roots. 
Researchers interested in the role migration plays in spreading HIV in South Africa studied the pattern of 
infection in couples in Hlabisa, a rural district of KwaZulu-Natal, in which nearly two-thirds of adult men 
spent most nights away from home. 


The study confirmed that migration does play an important role in spreading HIV but revealed a more 
complex picture than had been expected, which challenged some basic assumptions. Looking at discor- 
dant couples (that is, couples in which just one partner is HIV-positive), the study found that, in nearly 30% 
of cases, the infected person was the female partner who stayed home in the rural area, while her migrant 
partner was HIV-negative. In other words, migration may create vulnerability to HIV exposure at both ends 
of the trail, and the virus may be spread in both directions (Lurie et al., 2003). 


The association of mobility with HIV infection may also affect the findings of household surveys. Mobile 
men, who generally have higher levels of HIV infection, are less likely to be found at home for these sur- 
veys. This is especially important in countries with high levels of mobility or migration, and for surveys with 
a high proportion of absentees. 


No other country in the region has so dra- | women; it increased by almost fourfold since 
matically reversed the epidemic as Uganda, but 2001, to reach 1.1% in 2003. 


h aeatuspnwes Bat 
HIV prevalence among pregnant women has}. West Africa, the epidemic is diverse and 


declined ne several other P laces. For example, in changeable. National prevalence has remained 
the Ethiopian capital, Addis Ababa, prevalence relatively low in the Sahel countries, with 


has fallen from a peak of 24% in 1995 to 11% prevalence around 1%. However, the overall 


in 2003. Prevalence has also dropped in several figures can conceal very high infection levels 
sites in Kenya, including in Nairobi, while — among certain population groups. In Senegal, 
prevalence in many other sites appears stable. _ for example, national HIV prevalence is below 
However, not all countries in the region show 1% (range: 0.4-1.7%); yet, among sex workers 
stabilized levels. In Madagascar, there has been _in two cities, prevalence rose from 5% and 8% 
an alarming rise in prevalence among pregnant respectively in 1992, to 14% and 23% in 2002. 
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Prevalence levels are highest in Céte d'Ivoire 
at 7% (range: 4.9-10%), although Abidjan 
recorded its lowest level (6%) in a decade in 
2002. 


Benin and Ghana show HIV prevalence in 
the 2-4% range, with little change over time. 
Nigeria, with a population of over 120 million, 
has the highest number of people living with 
HIV in West Africa. The national prevalence in 
2003 was 5.4% (range: 3.6-8%). HIV preva- 
lence among pregnant women ranges from 
2.3% in the south-west region to 7% in the 
north-central region. Variation between states 
is even larger—from 1.2% in Osun to over 6% 
in Kaduna and to 12% in Cross River. HIV 
prevalence among pregnant women is over 1% 
in all states and is over 5% in 13 states. 


North Africa and the Middle East 


With the exception of a few countries, system- 
atic surveillance of the epidemic is not well 
developed in North Africa and the Middle East. 
Furthermore, there is inadequate monitoring of 
the situation among populations at higher risk 
of HIV exposure, such as sex workers, injecting 
drug users and men who have sex with men. 
This means that potential epidemics in these 
populations are being overlooked. 


In many countries, available information is 
based only on case reporting, and suggests that 
around 480 000 people (range: 200 000-1.4 
million) are living with HIV in the region, 
which has a prevalence of 0.2% of the adult 
population (range: 0.1-0.6%). Some 75 000 
people (range: 21 000-310 000) are believed to 
have become newly infected in 2003, and AIDS 
killed about 24 000 (range: 9900-62 000) that 
year. Among young people aged 15-24, 0.2% 
of women (range: 0.2—0.5%) and 0.1% of men 
(range: 0.1—0.2%) were living with HIV by the 
end of 2003. 


Sudan is by far the worst-affected country in 
the region. Its overall HIV prevalence is nearly 
2.3% (range: 0.7-7.2%); the epidemic is most 
severe in the southern part of the country. 
Heterosexual intercourse is the principal mode 
of transmission. The virus is spreading in the 
general population, infecting women more rap- 
idly than men. Among pregnant women in the 
south, HIV prevalence is reported to be six-to- 
eight times higher than around Khartoum in 
the north. In Somalia, the epidemic is believed 
to have similar dynamics, but few surveillance 
data are available. 


Morocco has expanded its surveillance system 
based on pregnant women and patients attend- 
ing clinics for sexually transmitted infections, to 
also include sex workers and prisoners. In 2003, 
prevalence was 0.13% among pregnant women, 
0.23% among patients at sexually-transmitted- 
infection clinics, 0.83% among prisoners and 
2.27 % among female sex workers. 


In some countries in the region, HIV infection 
appears concentrated among injecting drug 
users. Substantial transmission through contam- 
inated injecting equipment has been reported in 
Bahrain, Libya and Oman. However, there is 
insufficient behavioural and_ serosurveillance 
among injecting drug users, resulting in an 
incomplete picture of HIV spread. 


Unsafe blood transfusion and blood-collection 
practices still pose a risk of HIV transmission in 
some countries of the region, although efforts 
are being made to expand blood screening and 
sterile procedures in health-care systems to full 
coverage. In addition, there is concern that the 
virus may be spreading undetected among men 
who have sex with men. Male-to-male sexual 
behaviour is illegal and widely condemned in 
the region and the lack of surveillance means 
that knowledge of the epidemic’s path in this 


population is poor. 
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Eastern Europe and Central‘Asia 


Diverse HIV epidemics are under way in 
Eastern Europe and Central Asia. About 1.3 
million people (range: 860 000-1.9 million) 
were living with HIV at the end of 2003, com- 
pared with about 160 000 in 1995. During 
2003, an estimated 360 000 people (range: 
160 000-900 000) in the region became newly 
infected, while 49 000 (range: 32 000-71 000) 
died of AIDS. Among young people aged 15-24, 
0.6% of women (range: 0.4-0.8%) and 1.3% 
of men (range: 0.9-1.8%) were living with 


HIV by the end of 2003. 


Figure 9 


Estonia, Latvia, the Russian Federation and 
Ukraine are the worst-affected countries in 
this region, but HIV continues to spread in 
Belarus, Kazakhstan and Moldova (see Figure 
9). For example, in Russia, the number of new 
cases registered in 2000 (56 630) was almost 
twice the cumulative number of cases regis- 
tered since 1987 (French, 2004). However, the 
number of reported cases was down in 2002 
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and 2003, possibly due to testing saturation 
among injecting drug users, and changes in 
testing patterns. 


The main driving force behind epidemics 
across the region is injecting drug use—an 
activity that has spread explosively in the 
years of turbulent change since the demise 
of the Soviet regime. A striking feature is the 
low age of those infected. More than 80% of 
HIV-positive people in this region are under 
30 years of age. By contrast, in North America 
and Western Europe, only 30% of infected 
people are under 30. 


The Russian Federation 
has the largest number 
of people living with 
HIV in the region, 
estimated at 860 000 
(range: 420 000-1.4 
million). The picture is 
uneven; well over half 
of all reported cases of 
HIV infection come 
from just 10 of the 89 
administrative territo- 
ries. Most drug users 
in Russia are male. But 
the proportion of fe- 
males among new 
HIV cases is growing 
fast—up from one in 
four in 2001, to one in three just a year later. 
The trend is most obvious in parts of Russia 
where the epidemic is oldest, and this suggests 
that sexual intercourse has been playing an 
increasing role in transmission. From 1998 to 
2002, HIV infection levels among pregnant 
women in Russia increased from less than 
0.01% to 0.1%—a 10-fold increase. However, 
in St Petersburg, HIV seroprevalence increased 
from 0.013% in 1998 to 1.3% in 2002—a 
100-fold increase. 
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In Ukraine, drug injecting remains the prin- 
cipal mode of transmission, but sexual trans- 
mission is becoming increasingly common, 
especially among injecting drug users and their 
partners. However, an increasing proportion of 
those who become infected through unsafe sex 
have no direct relationship with drug users. 


Recently, several Central Asian 
tries—notably, Kazakhstan, Kyrgyzstan and 
Uzbekistan—have reported growing numbers 
of people diagnosed with HIV, most of them 
injecting drug users. Central Asia is at the 
crossroads of the main drug-trafficking routes 
between East and West and, in some places, 
heroin is said to be cheaper than alcohol. 


coun- 


Throughout the region, estimates and trends 
are based almost exclusively on case reporting 
by the health services and the police, since there 
is little money or infrastructure for systematic 
surveillance. This raises concerns that HIV 
may be spreading among people who rarely 
come into contact with the authorities or test- 
ing services. For example, very little is known 
about how the epidemic affects men who have 
sex with men, since sex between men is widely 
stigmatized and rarely acknowledged. However, 
in Central Europe, sex between men is clearly 
the predominant mode of HIV transmission in 
the Czech Republic, Hungary, Slovenia and the 
Slovak Republic. 


Latin America 


Around 1.6 million people (range: 1.22.1 
million) are living with HIV in Latin America. 
In 2003, around 84 000 people (range: 
65 000-110 000) died of AIDS, and 200 000 
(range: 140 000-340 000) were newly infected. 
Among young people 15-24 years of age, 0.5% 
of women (range: 0.4—0.6%) and 0.8% of men 
(range: 0.6-0.9%) were living with HIV by the 
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end of 2003. In Latin America, HIV infection 
tends to be highly concentrated among popula- 
tions at particular risk, rather than being gen- 
eralized. In most South American countries, 
almost all infections are caused by contami- 
nated drug-injecting equipment or sex between 
men. Low national prevalence is disguising 
some very serious epidemics. For example, 
in Brazil—the most populous country in the 
region, and home to more than one in four of 
all those living with HIV—national prevalence 
is well below 1%. But infection levels above 
60% have been reported among injecting drug 
users in some cities. Moreover, the picture 
varies considerably from one part of the coun- 
try to another. In Puerto Rico, more than half 
of all infections in 2002 were associated with 
injecting drug use, and about one-quarter were 
heterosexually transmitted. 


In Central America, injecting drug use plays less 
of a role, and the virus is spread predominantly 
through sex. A recent international study shows 
that HIV prevalence among female sex work- 
ers ranges from less than 1% in Nicaragua, 
2% in Panama, 4% in El Salvador and 5% in 
Guatemala, to over 10% in Honduras. 


2000 


Among men who have sex with men, levels of 
HIV infection appear to be uniformly high, 
ranging from 9% in Nicaragua to 24% in 
Argentina (see Figure 10). 


Sex between men is the predominant mode 
of transmission in several countries, notably 
Colombia and Peru. However, conditions 
appear ripe for the virus to spread more widely, 
as large numbers of men who have sex with 
men also have sex with women. Peru is a case 
in point: in a survey of young men and women 
(aged 18-29), 9% of men indicated that at 
least one of their last three sexual partners was 
a man and that condoms were not used in 70% 
of those contacts. 


Caribbean 


Around 430 000 people (range: 270 000- 
760 000) are living with HIV in the Caribbean. 
In 2003, around 35 000 people (range: 
23 000-59 000) died of AIDS, and 52 000 
(range: 26 000-140 000) were newly infected. 
Among young people 15-24 years of age, 2.9% 
of women (range: 2.4—5.8%) and 1.2% of men 
(range: 1.0-2.2%) were living with HIV by the 
end of 2003. 


Figure 11 
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Of the seven countries in the Caribbean region, 
three have national HIV prevalence levels of at 
least 3%: the Bahamas, Haiti, and Trinidad and 
Tobago. Barbados is at 1.5% (range: 0.4-5.4%) 
and Cuba's prevalence is well below 1%. The 
Caribbean epidemic is predominantly hetero- 
sexual, and is concentrated among sex workers 
in many places. But the virus is also spreading 
in the general population. The worst-affected 
country is Haiti, where national prevalence is 
around 5.6% (range: 2.5-11.9%). However, 
HIV spread is uneven: sentinel surveillance 
reveals prevalence ranging from 13% in the 
north-west of the country, to 2—3% in the south. 


Haiti shares the island of Hispaniola with the 
Dominican Republic, which also has a serious 
HIV epidemic. However, in the Dominican 
Republic, previously high prevalence has 
declined, due to effective prevention efforts 
that encouraged people to reduce the number 
of sexual partners and increase condom use (see 
Figure 11). Over 50% of males aged 15-29 
used a condom with a non-cohabiting partner. 
In the capital, Santo Domingo, prevalence 
among pregnant women declined from around 
3% in 1995 to below 1% at the end of 2003. 
But high levels are still reported elsewhere, and 
range from under 1% to nearly 5%. In 2000, 


_ HIV prevalence among female sex workers 


ranged from 4.5% in the eastern province 
tourist centre of La Romana, to 12.4% in the 
southern province of Bani. 


High-income countries 


An estimated 1.6 million people (range: 1.1- 
2.2 million) are living with HIV in these coun- 
tries. Around 64 000 (range: 34 000-140 000) 
became newly infected in 2003, and 22 000 


— (range: 15 000-31 000) died of AIDS. Among 
young people 15-24 years of age, 0.1% of 
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women (range: 0.1-0.2%) and 0.2% of men 
(range: 0.2-0.3%) were living with HIV by the 
end of 2003. 


In high-income countries, unlike elsewhere, the 
great majority of people who need antiretroviral 
treatment do have access to it. This means that 
they are staying healthy and surviving longer 
than infected people elsewhere. In the United 
States, deaths due to AIDS have continued 
to decline because people have broad access 
to antiretroviral therapy. There were 16 371 
reported deaths in 2002, down from 19 005 
in 1998. In Western Europe, the number of 
reported deaths among AIDS patients also 
continued to decline—from 3373 in 2001 to 
3101 in 2002. 


In the United States, about half of newly 
reported infections in recent years have been 
among African Americans. They represent 12% 
of the population, but their HIV prevalence is 
11 times higher than among whites. 


In New York City, a new system for tracking 
the epidemic began in June 2000. It added 
HIV infection reporting to the previously exist- 
ing system of AIDS case reporting. A recently 
published analysis of the first full year of data 
from 2001 has revealed that over 1% of the 
citys adult population, and almost 2% of 
Manhattan’s, are HIV-positive. 
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In many high-income countries, sex between 
men plays an important role in the epidemic. For 
example, it is the most common route of infec- 
tion in Australia, Canada, Denmark, Germany, 


Greece, New Zealand and the United States. 


In recent years, heterosexual transmission in 
the industrialized world has sharply increased. 
In several western European countries, 
including Belgium, Norway and the United 
Kingdom, the increase in heterosexually 
transmitted infections is dominated by people 
from countries with generalized epidemics, 
predominantly sub-Saharan Africa. Because 
the countries with the largest epidemics in 
Western Europe (Italy and Spain) do not 
yet have national HIV-reporting systems, it 
is unclear whether this trend is occurring in 
other regions of Western Europe. 


Drug injecting plays a varying role in spread- 
ing HIV in high-income countries. In 2002, it 
accounted for more than 10% of all reported 
HIV infections in Western Europe (in Portugal 
it was responsible for over 50% of cases). In 
Canada and the United States, about 25% of 
HIV infections are attributed to drug injecting. 
Infections transmitted through contaminated 
injecting equipment are particularly frequent 
among indigenous people, who are often 
among the poorest and most marginalized 


inhabitants of the industrialized world. dX 
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The impact of AIDS on 
people and societies 
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Women: more vulnerable to HIV than men 


The impact of AIDS on women is severe, particularly in areas of the world where heterosexual Sex is the domi- 
nant mode of HIV transmission. In sub-Saharan Africa, women are 30% more likely to be HIV-positive than men. 
The difference in infection levels between women and men is even more pronounced among young people. 
Population-based studies say that 15-24-year-old African women, on average, are 3.4 times more likely to be 


infected than their male counterparts. 
Risk from husbands and lovers 


Marriage and other long-term, monogamous relationships do not protect women from HIV. In Cambodia, recent 
studies found 13% of urban and 10% of rural men reported having sex with both a sex worker and their wife 
or steady girlfriend. Meanwhile, the country’s 2000 Demographic and Health Survey found only 1% of married 
women used condoms during their last sexual intercourse with their husbands (Cambodian National Institute of 
Statistics/Orc International, 2000). 


The risk of this behaviour to wives and girlfriends is clear. In Thailand, a 1999 study found 75% of HIV-infected 
women were likely infected by their husbands. Nearly half of these women reported heterosexual sex with their 
husbands as their only HIV-risk factor (Xu et al., 2000). In some settings, it appears marriage actually increases 
women’s HIV risk. In some African countries, adolescent, married 15-19-year-old females have higher HI\V- 
infection levels than non-married sexually active females of the same age (Glynn et al., 2001). 


Violence and the virus 


HlV-transmission risk increases during violent or forced-sex situations. The abrasions caused by forced vagi- 
nal or anal penetration facilitate entry of the virus—a fact that is especially true for adolescent girls. Moreover, 
condoms are rarely used in such situations. In some countries, one in five women report sexual violence by an 
intimate partner, and up to 33% of girls report forced sexual initiation (WHO, 2001). 


Impact of HIV on women and girls in the community and at home 


Women may hesitate to seek HIV testing or fail to return for their results because they are afraid that disclosing 
their HIV-positive status may result in physical violence, expulsion from their home or social ostracism. Studies 
from many countries, especially in sub-Saharan Africa, have found these are well-founded fears (Human Rights 
Watch, 2003). In Tanzania, a study of voluntary counselling and testing services in the capital found, after disclo- 
sure, only 57% of women who tested HIV-positive reported receiving support and understanding from partners 
(Maman et al., 2002). 


Young girls may drop out of school to tend to ailing parents, look after household duties or care for younger 
siblings. After a spouse's death, a mother is more likely than a father to continue caring for his/her children, and 
a woman is more willing to take in orphans. Older women often shoulder the burden of care when their adult chil- 
dren fall ill. Later they may have to become surrogate parents to their bereaved grandchildren (HelpAge, 2003) 
AIDS-related stigma and discrimination often lead to the social isolation of older women Caring for orphans and 
ill children, and deny them psychosocial and economic support. 


When their partners or fathers die of AIDS, women may be left without land, housing or other assets. For 
example, in a Ugandan survey, one in four widows reported their property was seized after their partner died 
(UNICEF, 2003). A woman may also be prevented from using her property or inheritance for her family's benefit 
which in turn hurts her ability to qualify for loans or agricultural grants. The denial of these basic human rights 
increases women’s and girls’ vulnerability to sexual exploitation, abuse and HIV. 
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“Human development is about creating an environment in which people can develop their full potential 
and lead productive, creative lives in accord with their needs and interests... The most basic capabilities 
for human development are to lead long and healthy lives, to be knowledgeable, to have access to the 
resources needed for a decent standard of living and to be able to participate in the life of the community. 
Without these, many choices are simply not available, and many opportunities in life remain inaccessible” 


(UNDP, 2001). 


In both low- and high-prevalence settings, 
HIV and AIDS hinder human development. 
Consequently, the epidemic’s dynamics need 
to be explored in human development terms. 
This focuses analysis and policy recommenda- 
tions on people rather than the virus. 


Globally, the epidemic continues to exact a 
devastating toll on individuals and families. In 
the hardest-hit countries, it is erasing decades 
of health, economic and social progress, 
reducing life expectancy by decades, slowing 
economic growth, deepening poverty, and 
contributing to and exacerbating chronic food 
shortages. 


In high-prevalence countries in sub-Saharan 
Africa, the epidemic has a serious impact on 
households and communities. Most studies 
indicate a seemingly modest macroeconomic 
impact, with these countries losing on aver- 
age between 1% and 2% of their annual 
economic growth. But the resulting effects 
on government revenue and expenditure will 
significantly weaken their capacity to mount 
an effective response, or indeed make progress 
towards the Millennium Development Goals. 
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Southern African countries are facing a grow- 
ing human-capacity crisis. They are already 
losing skilled staff essential for governments 
to deliver vital public services, and AIDS is 
exacerbating this crisis. Increasingly, countries 
cannot meet existing social service commit- 
ments, let alone mobilize the necessary staff 
and resources to respond effectively. 


In some Southern African countries, HIV 
prevalence continues to rise beyond levels pre- 
viously thought possible. This means extraor- 
dinary multisectoral responses in affected 
countries are needed more urgently than ever. 
To visualize the future, UNAIDS and partners 
have undertaken ‘AIDS in Africa: Scenarios for 
the Future-—an innovative project that draws 
on the expertise in scenario building offered by 
the Global Business Environment Division of 
Shell International Limited, and involves 50 
Africans from all walks of life. Alternative sce- 
narios for the year 2025 are being developed 
considering the underlying dynamics of AIDS 
that shape economies and societies. The proj- 
ect aims to help policy-makers test their cur- 
rent assumptions and actions, and adjust their 
course to more positively shape the future. 
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Progress update on the global response to the AIDS epidemic, 2004 


Impact on countries to get worse before it improves | a 
e More than 40% of countries with generalized epidemics have yet to evaluate the socioeconomic impact of AIDS. This hinders 
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essential efforts to mitigate the epidemic’s consequences for families, communities and society in general, as well as 


human development. 


Of countries with generalized HIV epidemics, 39% have no national policy in place to provide essential support to a 
orphaned or made vulnerable by AIDS. In low- and middle-income countries, less than 3% of all orphans and vulnerable 


children receive publicly supported services. 


In sub-Saharan Africa's worst-affected countries, the epidemic’s demographic impact on population emagivre means that if 
current infection rates continue and there is no large-scale treatment programme, up to 60% of today’s 15-year-olds will not 


reach their 60th birthday. 


The impact on population and 
population structure 


Sub-Saharan Africa has the world’s highest 
HIV prevalence and faces the greatest demo- 
graphic impact. In the worst-affected countries 
of Eastern and Southern Africa, the probability 
of a 15-year-old dying before reaching age 60 
has risen dramatically. In some countries, up to 
60% of today’s 15-year-olds will not reach their 
60th birthday (Timaeus and Jassen, 2003). 


HIV’s impact on adult mortality is greatest 
on people in their twenties and thirties, and is 
proportionately larger for women than men. In 
low- and middle-income countries, mortality 
rates for 15—49-year-olds living with HIV 
are now up to 20 times greater than death 
rates for people living with HIV in indus- 
trialized countries. This reflects the stark 
differences in access to antiretroviral therapy. 

In low- and middle-income countries, 
mortality generally varies between two and 
five deaths per 1000 person years (PY) for 
people in their teens and twenties. However, 
HIV-infected individuals in these age groups 
experience death rates of 25-120 per 1000 
PY, rising to 90-200 per 1000 PY for people 

in their forties (Porter and Zaba, 2004), 


Years 
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Until recently, low- and middle-income coun- 
tries had extended life expectancy significantly. 
However, since 1999, primarily as a result of 
AIDS, average life expectancy has declined in 
38 countries. In seven African countries where 
HIV prevalence exceeds 20%, the average life 
expectancy of a person born between 1995 
and 2000 is now 49 years—13 years less than 
in the absence of AIDS. In Swaziland, Zambia 
and Zimbabwe, the average life expectancy 
of people born over the next decade is pro- 
jected to drop below 35 years in the absence 
of antiretroviral treatment (UN Population 
Division, 2003). 


Figure 12 


Source: Progress Report on the Global Response to the HIV/AIDS Epidemic, UNAIDS, 2003; Coverage of selected services for HIV/AIDS 
prevention and care in low- and middle-income countries in 2003, Policy Project, 2004; Timaeus and Jassen, 2003. 


Life expectancy at birth in selected most-affected 


countries, 1980-1985 to 2005-2010 


1980-1985 1985-1990 1990-1995 1995-2000 2000-2005 2005-2010 
Period 
Source: UN Population Division, World Population Prospects: the 2002 Revision 


—e= Botswana 


South Africa 


Swaziland 


==er Zambia 


ie Zimbabwe 


2004 Report on the global AIDS epidemic 


Population size with and without AIDS, South Africa, 2000 and 2025 


2000 2025 


Males 


Females 


Males 


Females 


3 2 1 0 1 2 3 3 2 1 0 1 2 3 
(in millions) (in millions) 


[55 Actual estimated and projected population 
GEE) Hypothetical size of the population in the absence of AIDS 


NOTE: Red bars represent the hypothetical size of the population in the absence of AIDS. Yellow bars represent the actual estimated and projected population 
Source: UN Population Division Figure 13 


Unless the AIDS response is dramatically 
strengthened, by 2025, 38 African countries 
will have populations which will be 14% 
smaller than predicted in the absence of AIDS. 
In the seven countries where prevalence exceeds 
20%, the population is projected to be more 
than one-third smaller due to the epidemic 
(UN Population Division, 2003). 


HIV is not evenly distributed throughout 
national populations. Instead it primarily 
affects young adults, particularly women. This 
means the epidemic is dramatically altering 
heavily affected countries demographic and 
household structures. Normally, national pop- 
ulations can be graphically depicted as pyra- 
mids. As epidemics mature in high-prevalence 
countries, new patterns emerge. For example, 
if South Africa’s epidemic remains the same, its 
population structure will distort; there will be 
far fewer people in mid-adult years, and fewer 
women than men aged 30-50. 


Women affected more than men 


The epidemic’s impact on women and girls is 
especially marked. Most women in the hardest- 
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hit countries face heavy economic, legal, cul- 
tural and social disadvantages which increase 
their vulnerability to the epidemic’s impact. 
(see boxes on gender beginning each chapter). 


In many countries, women are the carers, pro- 
ducers and guardians of family life. This means 
they bear the largest AIDS burden. Families 
may withdraw young girls from school to care 
for ill family members with HIV. Older women 
often shoulder the burden of care when their 
adult children fall ill. Later they may become 
surrogate parents to their bereaved grand- 
children. Young women widowed by AIDS 
may lose their land and property after their 
husbands die—whether or not inheritance 
laws are designed to protect them. Widows are 
often responsible for producing their families 
food and may be unable to manage alone. As 
a result, some are driven to transactional sex in 
exchange for food and other commodities. 


When the male head of a household becomes 
ill, women invariably take on the additional 
care duties. Providing care to an AIDS patient 
is arduous and time-consuming; even more 
so when it is done on top of other household 
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duties. A caregiver’s burden is especially heavy 
when water must be fetched from a distance, 
and sanitation and washing chores cannot be 
carried out in or near the home. South Africa 
aptly illustrates this. It is one of the most devel- 
oped countries on the continent. Yet, a 2002 
survey of AIDS-affected households found 
fewer than half had running water in the dwell- 
ing and almost a quarter of rural households 
had no toilet (Steinberg et al., 2002). 


Stigma has concrete repercussions for people 
living with HIV. Family support and solidarity 
cannot be assumed. A woman who discloses 
her HIV status may be stigmatized and rejected 
by her family. In most cases, women are the 
first in the family to be diagnosed with HIV 
and may be accused of being the source of it in 
the family. 


The impact of AIDS on poverty 
and hunger 


At the national level, the epidemic’s eco- 
nomic and demographic effects have received 
substantial media and academic attention. 
However, the epidemic’s often-catastrophic 
impact on HIV-affected households deserves 
greater analysis and policy effort. In some of 
the worst-affected countries, before the AIDS 
epidemic even started having an impact, the 
living standards of the poor were already dete- 
riorating markedly. The epidemic drives these 
households to destitution. 


For example, in Zambia's foundering economy, 
per capita Gross Domestic Product shrank by 
more than 20% between 1980 and 1999 (from 
US$ 505 to US$ 370). Over the same period, 
average daily calorie intake per person fell from 
2273 to 1934 (UNCTAD, 2002). Amid such 
steady impoverishment, a poor household has 
limited abilities to overcome new adversities. It 
also has no resources to help others. Many of 


these households break up. After the death of 
one or both parents, children are parcelled out 


to relatives or community members. 


The nature and severity of HIV on a house- 
hold depends on the surrounding epidemic’s 
extent and intensity. At the moment, sub- 
Saharan African households are most heavily 
affected by AIDS. But the epidemic does not 
discriminate. It devastates households and 
communities everywhere, even in countries 
with comparatively low national prevalence. 
For example, a study conducted for China's 
UN Theme Group on HIV/AIDS found sig- 
nificant economic and emotional impacts on 
AIDS-affected households. It also indicated 
the need for rapid increases in health-sector 
spending (Yuan et al., 2002). 


Over the past 10-15 years, many of the 
worst-affected countries’ social services have 
withered or become less affordable, incomes 
and formal employment levels have plunged 
and wars and large-scale population migration 
have disrupted social stability. Throughout 
sub-Saharan Africa, life-threatening diseases 
other than AIDS, such as tuberculosis and 
malaria, are on the rise. In this deteriorating 
context, poor households and communi- 
ties are struggling to cope with the epidemic 
(Mutangadura, 2000). 


How do households feel the impact of 
AIDS? 


In recent years, many Southern African 
countries prevalence levels have increased. 
Furthermore, the impact of East Aftica’s long- 
term, high-prevalence level is also now becom- 
ing visible, often representing an extreme shock 


for affected households dealing with these 


crises. 


@ AIDS causes the loss of income and pro- 
duction of a household member. If the 
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infected individual is the sole breadwinner, 
the impact is especially severe. 


@ AIDS creates extraordinary care needs that 
must be met (usually by withdrawing other 
household members from school or work 


to care for the sick). 


e@ AIDS causes household expenditures to 
rise as a result of medical and related costs, 
as well as funeral and memorial costs (Food 


and Agricultural Organization, 2003a). 


Poor households are particularly in danger of 
losing their economic and social viability, and 
of eventually being forced to dissolve, with the 
children migrating elsewhere (Rugalema, 2000; 
Akintola and Quinlan, 2003). AIDS-affected 
households also appear more likely to suffer 
severe poverty than non-affected households, 
and older parents who lose adult children to 
AIDS are exceptionally prone to destitution 
(Rugalema, 1998). 
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(UN Population Division, 2003). In South 
Africa and Zambia, studies of AIDS-affected 
households—most of them already poor— 
found monthly income fell by 66%-80% due 
to coping with AIDS-related illness (Steinberg 
et al., 2002; Barnett and Whiteside, 2002). In 
Thailand, a 1997 study showed when a person 
with steady employment died of AIDS, the 
household’s lifetime income loss was more than 
20% greater than a household with non-AIDS- 
related deaths (Pitayanon et al., 1997). 


Food insecurity 


Between 1999 and 2001, 842 million people 
worldwide were undernourished—95% of 
them in low- and middle-income countries. 
Sub-Saharan Africa accounts for 11% of the 
world’s population. It is also home to 24% of 
the world’s undernourished people. This means 
the epidemic is unfolding in a setting dominated 
by chronic malnutrition and food insecurity. 


Increasing needs in the ‘care economy’ 


The ‘care economy’ is the term used to describe unpaid work in the home, usually done by women. 
As the epidemic becomes ever more severe, women’s unpaid care workload increases dramatically. In 
sub-Saharan Africa, an estimated 90% of AIDS care occurs in the home, placing extraordinary strains 
on women who must take care of the children and produce an income or food crops. To help them cope, 
carers need support programmes, as well as national and macroeconomic policies designed to mitigate 
these impacts. The care burden should also be redistributed between men and women (Ogden and Esim, 


2003) (see ‘Finance’ chapter). 


Lost income 


In the 1990s, a comparative study tracked 300 
AIDS-affected households in Burundi, Cote 
d'Ivoire and Haiti. It found a steady decline 
in the number of economically active members 
per household. This was usually followed by 
a drop in per capita household consumption 


In fact, AIDS is intensifying chronic food short- 
ages. It causes farm labour losses and depletes 
family income that would normally purchase 
food. In Zambia, research shows the poorest 
economically active households rely heavily on 
cash income for food (Food Economy Group, 
2001). When the price of food increases, poor 
families are hit hardest. 
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In high-prevalence countries, a vicious cycle 
exists between food shortages, malnutrition 
and AIDS (Food and Agriculture Organization, 
2001). In Zimbabwe, adult HIV prevalence is 
around 25%. By 2000, AIDS had robbed the 
country of between 5%—10% of its agricultural 
workforce. By 2020, FAO projects farm labour 
losses will approach 25%. In Malawi, house- 
holds that lost females under age 60 were twice 
as likely to experience a food deficit as house- 
holds in which men in the same age bracket had 
died (SADC, 2003). In Uganda, 1990s research 
demonstrated food insecurity and malnutri- 
tion were the most serious problems for many 


female-headed AIDS-affected households. 


example of the magnifying effect of AIDS on 


poverty, gender inequities and weak national 


institutions. 


Initially, the food shortages were triggered by 
aberrant weather conditions and a series of 
policy- and governance-related failures that 
seriously affected food production in advance 
of the food crisis (Harvey, 2003; Wiggins, 
2003). AIDS made the situation worse. In 
Malawi, Zambia and Zimbabwe, households 
with chronically ill adults, recent deaths and 
orphans suffered marked reductions in agri- 
cultural production and income generation 


(SADC, 2003). 


“Throughout the region people are walking a thin tightrope between life and death. The combination of 
_ widespread hunger, chronic poverty and the HIV/AIDS pandemic is devastating and may soon lead to a 
catastrophe. Policy failures and mismanagement have only exacerbated an already serious situation.” 


— James Morris, World Food Programme's Executive Director, July 2002. 


Food insecurity is especially damaging for people 
living with HIV because they need more calories 
than uninfected individuals. Furthermore, mal- 
nourished HIV-infected people progress more 
quickly to AIDS (Harvey, 2003). HIV preven- 
tion, nutritional care, and AIDS mitigation 
measures need to be incorporated into general 
food security and nutrition programmes (Food 
and Agriculture Organization, 2003c). 


Southern Africa’s food crisis 


Southern Africa’s 2002-2003 food crises illus- 
trated the epidemic’s potential future impact 
on heavily affected countries. In six of the 
10 highest-prevalence countries—Lesotho, 
Malawi, Mozambique, Swaziland, Zambia 
and Zimbabwe—more than 15 million people 
required emergency food aid due to widespread 
chronic and acute food shortages. In essence, 
Southern Africas epidemic provided a vivid 


How households respond 


Households cope with the epidemic’s devas- 
tation in various ways. In Kagera, Tanzania, 
households that experienced a death added at 
least one member, perhaps because extended 
family members stepped in to help out (World 
Bank, 1999). Elsewhere, in Rakai, Uganda, 
households became considerably smaller, pos- 
sibly because children were sent to relatives, 
or adults left to search for employment (World 
Bank, 1999). 


The household impact of AIDS can be 
especially severe when the infected individual is 
an adult woman. In all low- and middle-income 
countries, women and girls perform the lion’s 
share of social reproduction work. They raise 
and nurture children, perform domestic labour 
and take care of the sick. In societies defined by 
extensive labour migration systems—including 
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Food crisis exacerbated by AIDS: a different kind of shock 


Famine or food shortages are felt differently by AIDS-affected households and families. Normally there is 
ample forewarning before an impending food shortage. Within the limits of their resources and opportuni- 
ties, most families can draw on past experiences and knowledge handed down from previous generations 
to safeguard their future viability. 


By contrast, AIDS-affected households have reduced coping capacity. For instance, AIDS tends to clus- 
ter in households, generally striking individuals in their working and nurturing prime. Then, partners and 
children become infected, and are unable to compensate for the illness of the prime breadwinner or care- 
givers (Baylies, 2002). Due to a family’s illness, less labour-intensive, non-cash crops may be planted and 
therefore cash may be less available than normally to purchase food. Stored food may be less nutritious. 


Caring for sick household members may further reduce the capacity to seek other food sources. 


many of those hardest hit by the AIDS 
epidemic in Southern Africa—women head the 
majority of households, especially in rural areas. 
In South Africa, one survey has found almost 
three-quarters of AIDS-affected households 
were female-headed. A significant proportion 
of these women were battling AIDS-related 
illnesses themselves (Steinberg et al., 2002). 


In Manicaland, Zimbabwe, when a woman died 
from AIDS, in two out of three cases house- 
holds dissolved (Mutangadura, 2000). Much 
of the burden generated when an adult woman 
dies shifts to other, usually older, women who 


International found that an estimated one in 
five children in AIDS-affected families reported 
they were forced to start working in the previ- 
ous six months to support their family. One 
in three had to provide care and take on major 
household work. Many had to leave school, 
forego necessities such as food and clothes, or 
were sent away from their home. Furthermore, 
all the children were exposed to high levels of 
stigma and psychosocial stress. Girls were more 
vulnerable to this than boys. 


An AIDS-affected household’s response depends 


on the resources it can gather together. When 


“AIDS undercuts the resilience which households and communities draw upon to cope during periods of 
difficulty. In the face of an external shock, poor households respond with a variety of strategies, includ- 
ing altering income-generating activities and consumption patterns as well as calling upon family and 
community support. AIDS strikes at productive adults, the asset most likely to help during a crisis.” 


step in to foster the children. Often, the new 
foster mother has limited employment options 
and depends on low-paying, informal activities 
to generate income for the newly expanded 


household (Mutangadura, 2000). 


In Cambodia, a recent study by the Khmer 
HIV/AIDS NGO Alliance and Family Health 


(UNAIDS, 2003) 


possible, families liquidate savings, borrow 
money or seek extended-family support (Food 
and Agriculture Organization, 2003a). Often, 
though, these households have limited savings 
and a lack of credit or insurance options. This 
means they must rely solely on their labour power 
to make up their lost income (Beegle, 2003). 
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Household responses can also differ between 
urban and rural settings. In urban settings, 
households often resort to informal borrowing 
and using their savings. Rural households tend 
to sell assets, migrate or rely on child labour 


(Mutangadura, 2000). 


During planting and harvesting seasons, eco- 
nomic considerations often force poor families 
to suspend or postpone care-giving to earn 
income or grow food for the household. When 
such short-term economic considerations take 
precedence over continuing health concerns, 
it can compromise a household’s long-term 


viability (Sauerborn et al., 1996). 


Some studies indicate families may partially 
recover their earlier consumption levels. This 
suggests households can gradually develop 
coping mechanisms. Nevertheless, such coping 
occurs within a broader context of household 
impoverishment and social exclusion (Barnett 


and Whiteside, 2002). 
Frequently, AIDS-affected households shuffle 


tasks and duties among surviving members 
(Barnett and Whiteside, 2002). In Tanzania, 
women with sick husbands spend up to 45% 
less time doing agricultural or income-earning 
work than they did before illness struck (UN 
Population Division, 2003). 


Increased spending needs 


To cover increased AIDS-related medical costs, 
households often reduce spending on food, 
housing, clothing and toiletries (World Bank, 
1999). On average, AIDS care-related expenses 
can absorb one-third of a household’s monthly 
household income (Steinberg et al., 2002). A 
South African study found more than 5% of 
AIDS-affected households were forced to spend 
less on food to cover these increased costs. This 
finding is even more distressing because almost 
50% of the households had already reported 


experiencing food shortages (Steinberg et al., 
2002). In South Africa’s Free State province, 
a long-term study reported AIDS-affected 
households maintain food, health and rent 
expenses by reducing spending on clothing and 
education (Bachmann and Booysen, 2003). 
Furthermore, families often spend more on 
funerals and memorials than on medical care 


(World Bank, 1999). 


To make matters worse, many households sell 
assets to cover the costs associated with AIDS. 
Asset liquidation usually begins with the sale of 
non-essential items, but can quickly progress 
to selling key productive assets. In Chiang 
Mai, Thailand, 41% of households affected by 
AIDS reported having sold land, and 24% were 
in debt. Among rural households in Burkina 
Faso, selling livestock and reorganizing house- 
hold labour were the usual responses to serious 
illness (Sauerborn et al., 1996). Once rid of 
productive assets, the chances diminish that 
households can recover and rebuild their live- 
lihoods. This leads to the threat of a terminal 
slide toward destitution and collapse. 


Community support 


AIDS-affected households rely heavily on 
relatives and community support systems to 
weather the epidemic’s economic impact. These 
networks lend money, provide food and assist 
with labour and child care. When rural families 
confront the twin challenges of AIDS and food 
shortages, urban household members often 
send money or food. Conversely, rural relatives 
provide food to urban counterparts or invite 
them to rejoin the rural household. 


Community support structures include savings 
clubs, burial societies, grain-saving schemes, 
loan clubs and labour-exchanging schemes 
(Mutangadura, 2000). But relatives and com- 
munity support systems are sometimes not 
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available to poor households that [&ck the 
means and time to invest sufficiently in recip- 
rocal arrangements (Adams, 1993). In particu- 
lar, poor female-headed households lack access 
to these networks. 


In general, wealthier households have greater 
access to reciprocal networks than their poorer 
counterparts (Baylies, 2002). But, even when 
they function well, relatives and community 
networks seldom have the capacity to meet a 
vulnerable, AIDS-affected household’s needs. 
For example, in Zimbabwe’s Manicaland, 
poorer households report receiving help with 
food, clothing and labour, but no assistance 
with paying school and health-care fees, or rent 
(Mutangadura, 2000). 


Taking action 


A combination of initiatives is needed to 
strengthen the coping capacity of AIDS- 
affected households to address the complex and 
interrelated challenges they face (Nalugoda et 
al., 1997; Lundberg et al., 2000). Development 
experts have long debated the relative merits of 
targeted versus broad-based poverty reduction 
measures. The epidemic affects both aspects: 
many household emergency conditions require 
targeted action, while impoverishment results 
in long-term development challenges. 


The 2003 report to the UN Chief Executives 

Board (UNAIDS CEB, 2003) recommended 

eleven programmatic actions for UN agencies 

in Eastern and Southern Africa. These were: 

e@ Action 1: Implement community safety- 
net programmes; 

e Action 2: Improve data collection on com- 
munity impact and dynamics; 

e Action 3: Strengthen livelihoods in highly 
affected communities and for key groups; 
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@ Action 4: Undertake dedicated pro- 


grammes for women’s empowerment, 


@ Action 5: Undertake dedicated programmes 
to assist the growing orphan population; 


e@ Action 6: Undertake urgent capacity build- 
ing to fight AIDS, especially in the health 


sector; 


@ Action 7: Undertake urgent capacity build- 
ing to deal with the impacts of AIDS; 


e@ Action 8: Mainstream AIDS into develop- 
ment planning; 


@ Action 9: Build leadership to lead partici- 
patory programme reviews; 


e@ Action 10: Advocate and support partner- 
ship forums; 


e Action 11: Invest in monitoring, tracking 
and evaluation systems. 


Welfare programmes can help, and should be 
specially targeted towards the most deprived 
and vulnerable households and communities. 
Local institutions, such as health clinics, could 
identify and obtain help for impoverished 
households struggling with serious illness. 
Special care could include home visits, food 
and nutritional support, and waiving school 
user fees, etc. (Sauerborn et al., 1996). Other 
necessary targeted initiatives include commu- 
nity-based programmes to provide families 
with direct financial assistance so they do 
not have to sell productive assets to cope with 
AIDS costs. 


Reducing stigma and discrimination goes 
hand-in-hand with providing help to HIV- 
affected households. Stigma sometimes causes 
shame or fear of ostracism, and deters house- 
hold members from seeking and_ receiving 
community-based assistance. In South Africa, 
one survey found that only one-third of 
respondents who had revealed their HIV-posi- 


tive status received a supportive response in 
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their communities. One in ten said they met 
with outright hostility and rejection (Steinberg 
et al., 2002). 


Programmes are necessary to build and 
strengthen basic infrastructure, especially 
water and sanitation; reduce caregivers’ day- 
to-day burdens; and increase households’ 
abilities to cope with AIDS burdens. Other 
broad-based strategies include programmes 
providing child support payments or school 
lunches. Furthermore, social welfare support 
programmes for the elderly are needed, espe- 
cially for those raising their grandchildren. 


Income-generating that address 
women’s particular economic vulnerability are 
integral to the AIDS response. First, women’s 
circumstances within impoverished AIDS- 
affected households require readily available 
emergency relief. Then, microfinance pro- 
grammes that offer reasonable interest rates 
need to be expanded. Other strategies that ben- 
efit women include: death insurance to cover 
funeral costs for terminally-ill patients; flex- 
ible saving arrangements and emergency loans. 
These initiatives support the entire household, 
a necessity since research indicates women in 
low- and middle-income countries devote any 
additional income to meeting their children’s 
needs (Hunter and Williamson, 1997). 


initiatives 


The epidemic’s deep and multifaceted impact 
on households and communities makes it 
crucially important to address AIDS within a 
poverty-reduction context. To date, few coun- 
tries have incorporated meaningful AIDS com- 
ponents into their poverty-reduction plans (see 
‘Finance’ chapter). 


Impact on agriculture and rural 
development 


A healthy agricultural sector is central to the 


well-being and self-sufficiency of low- and 


middle-income countries. Agriculture affects 
food security, the fate of national economies 
and the sustainability of environmental assets. 
It accounts for 24% of Africa’s gross domestic 
product, 40% of its foreign exchange earn- 
ings and 70% of its employment. In 2000, 
about 56% of Africans (more than 430 million 
people) were engaged in agriculture. 


Unfortunately, especially in the hardest-hit 
countries, the epidemic attacks the agricultural 
base—it infects and then kills many agricul- 
tural workers prematurely. This causes a loss of 
labour, reduced farming income and household 
assets and lowered household-level food secu- 
rity (Topouzis, 2003). The UN’s Food and 
Agriculture Organization estimates AIDS will 
have claimed one-fifth or more of agricultural 
workers in most countries in Southern Africa 
by 2020 (Villareal, 2003; Food and Agriculture 
Organization, 2003b). 


This loss of workers is critical. When one or 
two key crops must be planted and harvested at 
specific times, losing even a few workers during 
these periods can scuttle production (Bollinger 
and Stover, 1999). Households try to adapt by 
farming smaller plots of land, cutting back on 
weeding, repairing fences and tending irriga- 
tion channels, or livestock husbandry. Often 
land must be left fallow, becoming affected 
by erosion and degradation, while livestock 
that can't be tended become more vulnerable 
to disease, predators and thieves (Barnett and 
Whiteside, 2002). In a Ugandan study, almost 
half the respondents said AIDS-related labour 
shortages forced them to reduce the variety of 


crops they farmed (Asingwire, 1996). 


In rural communities, gender inequality also 
increases the epidemic’s agricultural impact. In 
Tanzania, women with seriously ill husbands 
spend up to 50% less time doing farm work 
(Rugalema, 1998). Following the male adult's 
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death, households frequently turn to. subsis- 
tence crops, avoiding the high-value crops 
usually managed by men (Yamano and Jayne, 
2002). In many societies, women lack legal 
or even customary title to land, livestock and 
other key assets, and widows may lose what 
they helped develop and maintain. 


Taking action 


In heavily-affected countries, the causes of food 
insecurity are multiple, complex and interre- 
lated. Critical factors include: agricultural, trade 
and macroeconomic policies; land tenure and 
inheritance systems; climate patterns; and the 
state's capacity to provide rural areas with vital 
support services (Barnett and Whiteside, 2002). 
As the epidemic progresses, chronic food inse- 
curity will likely grow worse. Any response must 
derive from an understanding of how house- 
holds obtain their livelihoods, targeting as many 
aggravating factors as possible and integrating 
AIDS into policies and programmes to achieve 
food security and rural development. These will 
create a long-term defence against both famine 


and AIDS. 


Urgent priorities include initiatives that enable 
people living with HIV to stay healthy for as 
long as possible—such as antiretroviral therapy, 
tuberculosis treatment, and nutritional assis- 
tance. Such initiatives help AIDS-affected 
households preserve or recover their livelihoods 
(Baylies, 2002). Other valuable responses would 
encourage planting less labour-intensive crops 
that still provide nutritious food, strengthening 
school food programmes, and securing women’s 
and children’s rights to retain land and assets, 
thereby improving the security of land tenure. 
Accordingly, laws should be reformed to recog- 
nize women's rights to inherit land. Also, effec- 
tive local-level enforcement mechanisms need 
to ensure adherence to these laws (Food and 
Agriculture Organization, 2003a). 


2004 Report on the global AIDS epidemic 


Impact on the supply, demand 
and quality of education 


The epidemic’s impact on education has far- 
reaching implications for long-term develop- 
ment. Globally, AIDS is a significant obstacle 
to children achieving universal access to pri- 
mary education by 2015—a key target of both 
the Education for All Initiative (UNESCO, 
2000) and the Millennium Development Goals 
(United Nations, 2001). UNESCO estimates 
55 nations are unlikely to reach universal 
primary enrolment by 2015; 28 of these are 
among the 45 most AIDS-affected countries 
(UNESCO, 2002). An estimated US$ 1 bil- 
lion per year is the net additional cost to offset 
the results of AIDS (i.e. the loss and absentee- 
ism of teachers and incentives to keep orphans 
and vulnerable children in school). 


The epidemic weakens the quality of training 
and education, which means fewer people ben- 
efit from good standard school and university 
education. It also accelerates the impact of a 
pre-existing professional ‘brain drain’. However, 
responses to these issues are piecemeal; over- 
stretched ministries with limited resources are 
overwhelmed by the need. Many education 
ministries are adding HIV prevention to their 
curricula—a valuable part of a successful AIDS 
response. However, too few are examining the 
epidemic’s impact on the education system 
itself and taking appropriate action. 


Supply of teachers 


Teachers and lecturers belong to the most HIV- 
affected age group, although vulnerability pat- 
terns differ between countries. For example, in 
Botswana, Malawi and Uganda, teacher mortal- 
ity rates were broadly compatible with general 
population rates, although they were higher 
among both primary school and male teachers 
(Bennell et al., 2002). In Zimbabwe, male and 
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female teachers have infection rates similar to 
those of the general population—about 19% 
for males and 28% for females (Gregson et 
al., 2001). In South Africas KwaZulu-Natal, 
teacher mortality varied significantly by age 
group (Badcock-Walters et al., 2003). 


In Kenya, Uganda, Swaziland, Zambia and 
Zimbabwe, the epidemic is expected to sig- 
nificantly contribute to future shortages of 
primary teachers (Goliber, 2000; Malaney, 
2000; Swaziland Ministry of Education, 1999). 
Without forward long-term planning, these 
countries will have great difficulty meeting 
their school enrolment targets. For example, 
if Namibia continues to train teachers at its 
current rate of 1000 per year and maintains a 
desired pupil-to-teacher ratio of one teacher for 
every 34 primary students, the teacher shortfall 
will increase from 1000 in 2001 to more than 
7000 by 2010 (Malaney, 2000). 


This has important implications for planners 
and reinforces the need for educational sys- 
tems to collect precise data on the epidemic’s 
impact on personnel. These data are needed to 
plan training and recruitment strategies, and 
create staff health-care budgets when treatment 
options and funding sources increase. 


But AIDS is not the sole cause of teacher losses. 
One recent study noted that low pay and 
morale—already a serious problem in Malawi, 


Namibia, South Africa and Uganda—are con- 
tributing to overall teacher attrition (Bennell et 
al., 2002). Clearly, multifaceted strategies need 
to address the impact of the epidemic, as well 
as other factors depriving school systems of the 
teachers needed to maintain and ultimately 


increase school enrolment. 
School attendance 


Many AIDS-affected families may withdraw 
children from school to compensate for labour 
losses, increased care activities and competing 
expenses. If the mother is dying or has died, 
children, particularly girls, are needed for house- 
hold duties. If the father dies, children may 
be less likely to stop their schooling. In three 
South African provinces, a survey of 771 AIDS- 
affected households reported that more than 
40% of primary caregivers took time off work 
or school to care for an ill HIV-infected family 
member. Almost 10% of households removed a 
gitl from school (compared with 5% for boys) 
(Steinberg et al., 2002). In these ways, AIDS 
reinforces gender inequities, deepens household 
poverty and threatens future generations. 


Student enrolment 


The epidemic may negatively affect student 
enrolment in other ways. Some of this is caused 
by reduced fertility and young adults dying 
from AIDS, meaning there are fewer school- 


The negative impact of school fees 


School fees also pose significant problems for AIDS 


-affected households; families simply cannot afford 


them. It is the primary reason children are withdrawn from school (Mutangadura, 2000; Badcock-Walters 
2001). At a societal level, these fees also negatively affect development and poverty alleviation. Yet, low. 
and middle-income countries’ school systems often rely on these fees to cover teacher salaries and other 
critical expenses. Some countries are now acting to reduce the negative effect. For example, Uganda and 
Kenya have removed education user fees. Another approach provides families with subsidies for travel to 
and from school, school meals and learning materials. Several studies point to a need for assistance with 


secondary school fees (Mutangadura, 2000). 


; ' , ? 
age children, thus decreasing social demand for 
education in some hard-hit areas. 


Children orphaned or otherwise made vulner- 
able by AIDS may not attend school because 
they have to look after the household, care for 
younger siblings, or simply because they cannot 
afford the fees. In high-prevalence countries, 
the number of these children is still growing. It 
is crucial they have locally appropriate, afford- 
able, non-stigmatizing, innovative educational 
options, such as home-based learning and dis- 
tance education. 


To date, in high-prevalence countries, too few 
governments have created policies or fund- 
ing to enable children from AIDS-affected 
households and communities to go to school. 
However, Zambia's Ministry of Education has 
completed extensive policy and planning to 
meet these children’s educational needs. It now 
actively works with the Ministry of Community 
Development to identify children who need 
subsidies to gain and keep access to education. 
Countries such as Kenya, which have adopted 
free and compulsory primary education, pro- 
vide children—who would not otherwise be 
able to attend school—with an invaluable 


opportunity. 


However, these children need more 
short-term solutions. The impact of AIDS on 
education needs to be tackled in a social and 
economic development context (Gould and 
Huber, 2002). Poverty reduction efforts are crit- 
ical because macroeconomic factors (e.g., the 
impact of structural adjustment programmes) 
are as likely as the AIDS epidemic to reduce a 
family’s ability to keep children in school. 


than 


Impact on quality 


Education quality may also suffer as more 
teachers succumb to the disease. This is because 
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more inexperienced and under-qualified teach- 
ers and increased class sizes reduce quality 
student-teacher contact. In rural areas, where 
schools are dependent on only one or two 
teachers, a teacher's illness or death is especially 
devastating. However, there are subtler reasons 
why education may suffer, including the lack of 
motivation or ability to teach and learn because 


of ‘AIDS in the family’ or among colleagues 
(Harris and Schubert, 2001). 


Moreover, skilled teachers are not easily 
replaced. In hard-hit countries, more teachers 
need to be trained, but this is currently beyond 
the capacity of many countries’ university 
or college systems. Other possible strategies 
include reducing the teacher training period, 
enticing former teachers to return to the educa- 
tion system, and allowing teachers to work after 
retirement age. 


Extraordinary actions are required to prevent 
the epidemic from doing permanent damage 
to education systems and students. However, in 
sub-Saharan Africa, little is being done to deal 


with current or future teacher shortages. 


Taking action 


The Fast Track Initiative on Education for 
All grew out of the Monterrey consensus in 
2002 (see ‘Finance’ chapter). This initiative 
seeks to ensure that no country with a cred- 
ible education-sector plan embedded within a 
poverty reduction strategy fails to achieve the 
Millennium Development Goal of Universal 
Primary Completion by 2015 due to unpre- 
dictable long-term finance. 


The Fast Track Initiative partners—which 
comprise all the major bilateral donors, the 
World Bank, UNICEK UNESCO, UNAIDS, 
NGOs and_ recipient to 
catalyse sound education-sector policies that 
include HIV and gender strategies, encourage 


countries—seek 
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appropriate domestic financing, improve aid 
effectiveness, and mobilize increased aid for 


primary education. 
Impact on the health sector 


Effective strategies to address AIDS need 
robust, flexible health systems. However, the 
epidemic hit just when many countries were 
reducing public-service spending to repay 


Taking action 


In most low- and middle-income countries, 
action is urgently required to strengthen 
chronically weak health systems and protect 
the health and safety of personnel. Opinions 
remain varied on possible strategies, but con- 
sensus emerged at a high-level forum on the 
health Millenium Development Goals on the 
following key actions: 


debt and conform to international finance @ Policy initiatives to address push-pull fac- 
institutions’ requirements. On top of this, the tors that encourage health-sector personnel 
epidemic itself has contributed to rapid health- to migrate to other regions or countries, 
sector deterioration by increasing burdens on which leads to chronic understaffing. 
already-strapped systems and steadily depriving Other widely promoted actions include: 
countries of essential health-care workers. Staff targeting HIV-positive health workers for 
losses and absenteeism caused by sickness and antiretroviral treatment; improving sala- 
death mean health-care sectors must recruit ries and benefits to retain and attract back 
and train more staff. At the same time, large highly trained staff; and reducing rigid 
numbers of uninfected workers are sutfering application of professional rules so health 
from burnout and emotional exhaustion. and non-health professionals can take on 
In African countries, studies estimate AIDS ao. 
causes between 19% and 53% of all government _@ A ‘system-wide approach’ that harmonizes 
health employee deaths (Tawfik and Kinoti, multiple-donor support, as well as giving 
2001). For example, Malawi and Zambia have low-and middle-income countries a greater 
experienced five- to sixfold increases in health- role in setting priorities and deploying 
worker illness and death rates (UNDP, 2001). resources. 
In fact, the epidemic is quickly outstrippin — 
growth in the supply of hedlihctecrse a " “igi aes: ree nee aan 
eels 2003), This contes whan: he need ment information systems and establishing 
for health-care services is increasing rapidly in ial ih a = Same bopee: Che 
elt curses ealth-related Millennium Development 
Goals. 
Health-care workers need to be sensitized to @ Expandin reuei A , 
the effects of AIDS, so they can provide non- training ae Negra sagen 
stigmatizing care. But AIDS also adversely 
affects uninfected patients’ quality of care, © Ensuring workers’ occupational safety and 
as overburdened health-care sectors adopt a health by providing information, protec- 
triage approach that de-emphasizes patient tive clothing, and adequate equipment. 
care for conditions less severe than AIDS @ Expanding the service-provision roles of 
(USAID, 2002). NGOs and private providers. 
ee 


54 


Impact on public-sector capacity 


An effective and functioning public sector is 
vital for delivering essential goods and ser- 
vices, and developing successful national AIDS 
responses. Before the epidemic, several worst- 
affected countries were already struggling with 
daunting development challenges, excessive 
debt burdens, and declining trade. In many 
low- and middle-income countries, adjustment 
programmes involved deep public-spending 
cuts, and governments currently struggle to 
provide basic social services, support and infra- 
structure. In the worst-affected countries, AIDS 
has additionally undermined the public sector's 
functional effectiveness (Cohen, 2002). When 
essential services falter, the poor and most vul- 
nerable endure the worst consequences. 


UNDP’s comprehensive study, The impact of 
HIV/AIDS on human resources in the Malawi 
public sector showed the country’s annual loss of 
governmental staff rose almost sixfold between 
1990 and 2000, primarily due to premature 
AIDS deaths (UNDP, 2002). During the study 
period, public-service mortality increased by a 
factor of 10. Deaths were disproportionately 
high among young adults of both sexes—a 
strong indication AIDS was primarily respon- 
sible. In 2000, more than half of the country’s 
established posts in the education and water 
departments stood vacant (Malawi Institute 
of Management/UNDP, 2002). Furthermore, 
other Southern African countries’ key min- 
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istries report half or more of their posts are 


unfilled (Cohen, 2002). 


Few studies have comprehensively analysed the 
epidemic’s impact on public-sector produc- 
tivity. However, it is reasonable to conclude 
that such high vacancy rates inevitably lead 
to poorer coverage and quality of government 
services. 


Impact on workers and the 
workplace 


threatens economic and 


AIDS 


development because it primarily strikes the 


security 


working-age population. This has implications 
for survival of communities and enterprises, as 
well as long-term maintenance of productive 
capacity. The epidemic erodes economic 
growth through its impact on labour supply 
and productivity, savings rates, and the delivery 
of essential services. Individuals living with 
HIV lose jobs, incomes and savings. As a result, 
they consume and invest less. The workplace— 
farms, factories, market stalls or government 
offices—becomes less productive or sometimes 
fails, reducing output, profits, tax revenue and 
investment. 


In hard-hit countries, AIDS is likely to 
reduce the labour force’s growth rate. The 
International Labour Organization (ILO) 
projects that the labour force in 38 countries 


(all but four in Africa) will be between 5% and 


Ministries of agriculture staff and HIV 


In Eastern and Southern Africa, a recent report examining AIDS and agriculture concluded illness and 
death among government agricultural employees undermined governmental capacity to respond ade- 
quately to the epidemic. In Kenya's Ministry of Agriculture, AIDS caused 58% of all staff deaths in the past 
five years. Meanwhile, some 16% of staff in Malawi's Ministry of Agriculture and Irrigation are HIV-positive 


(Topouzis, 2003). 
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35% smaller by 2020 because of AIDS. The 
epidemic also affects workforce quality, since 
AIDS-affected workers are replaced by younger, 
less-experienced men and women. At the same 
time, the loss of teachers and trainers results in 
future generations with lower skill levels (Lisk, 
2002). South Africa’s Labour Department says 
an estimated 3% of the country’s workforce 
(or roughly 500 000 workers) could be in the 
terminal stages of AIDS by 2010—a threefold 


increase over the 2001 estimate. 


Increasing the cost of doing business 


AIDS reduces output by squeezing produc- 
tivity, adding costs, diverting productive 
resources, depleting skills and distorting the 
labour market. For employers, employee 
health expenses and funeral costs are rising as 
productivity and profits decline. The epidemic 
increases absenteeism, organizational disrup- 
tion, and the loss of skills and ‘organizational 
memory. The loss of supervisory workers can 
have an especially harsh impact, since their 
acquired knowledge and skills are seldom 
replaced simply by hiring others. In hard-hit 
areas, the general shortage of skilled workers 
and management-level staff can mean posi- 
tions stay vacant for months or even years—at 
a significant cost to productivity. 


The effects can be even harsher for small 
businesses and the informal economy—both 
sources of work for most women and men in 
low- and middle-income countries. Almost 
invariably, workers in the informal economy 
lack health insurance or access to medical facili- 
ties at their workplaces, and their livelihoods 
are heavily reliant on their labour and skills. 
Workers in the informal economy also have 
little access to AIDS workplace programmes. 
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Reducing workplace impact 


Supporting workplace prevention —pro- 
grammes for employees and management 
makes good economic and developmental 
sense. So, too, does providing health care in 
workplace settings, and endorsing policies of 
non-discrimination against employees living 
with HIV. A major South African insurance 
companys 2003 health-care survey found 
more than two-thirds of 26 major companies 
questioned said they had developed an AIDS 
strategy. Thailand’s American International 
Insurance has an evaluation and accreditation 
programme to test and acknowledge when 
companies have appropriate AIDS-prevention 
policies. Companies that secure accreditation 
and continue to pass prevention policy audits 
are given discounted group-life insurance pre- 
miums. 


A Pan-African Employers’ Confederation 
survey found all national employers’ organiza- 
tions had an AIDS policy and had encouraged 
their members to implement workplace pro- 
grammes and collaborate with National AIDS 
Councils. Increasingly, companies advocate 
voluntary, confidential counselling and testing, 
and provide antiretroviral treatment to work- 
ers. At the same time, they assure them that 
testing HIV-positive will not cause them to 
lose their employment. 


The ILO encourages a comprehensive approach 
to workplace polices and programmes, based 
on protecting infected and affected workers’ 
rights, and offering prevention and care ser- 
vices. Its Code of Practice on HIV/AIDS and 
the world of work is a framework for action 
that establishes policy development principles, 
and provides practical programming guidance 
on prevention and behaviour change; protect- 


ing workers’ rights and_ benefits; and treat- 
ment, care and support needs. 


In partnership with the Global Fund to Fight 
AIDS, Tuberculosis and Malaria, and the 
Global Business Coalition on HIV/AIDS, the 
ILO works to extend care and treatment access 
through occupational health services, and sup- 
ports community outreach. But many HIV- 
positive workers are reluctant to participate in 
such programmes because they fear losing their 
jobs or being ostracized. Developing a climate 
that encourages workers’ participation can be 
facilitated by involving trade unions or work- 
ers representatives in planning and implement- 
ing workplace programmes. 


Trade unions, and confederations of trade 
unions, are playing an increasingly important 
role in strengthening national AIDS responses. 
For example, the South African Clothing and 
Textile Workers’ Union provided HIV and 
AIDS training to 1100 shop stewards between 
2002 and 2004. The union also actively supports 
voluntary, confidential counselling and testing, 
and develops union-based support groups for 
HIV-positive workers. Furthermore, the South 
African Clothing and Textile Workers’ Union 
and other unions are dynamic participants in 
the Treatment Action Campaign, which helped 
persuade the South African Government to pro- 
vide antiretroviral therapy through the public 
sector (see “Ireatment’ chapter and ‘People 


living with AIDS’ focus). 
Macroeconomic impact 


In high-prevalence countries, the combined 
negative effects of AIDS on finances—of 
households, employers and key sectors—are 
likely to have tangible macroeconomic impact; 
however, most estimates of this impact appear 
to be relatively modest (see Figure 14). 
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These estimates apply to the highest prevalence 
countries. Lower prevalence countries, such 
as those in Latin America and the Caribbean, 
Eastern Europe, and South and South-East 
Asia, are likely to have smaller macroeconomic 
impacts. For the most part, available estimates 
apply to short- or medium-term projections 
(10-25 years). Over this period, the models 
estimate that the effect of AIDS on Gross 
Domestic Product growth is approximately 
matched by the impact on total population 
over the same period. That is, negative effects 
on production are counterbalanced by similar 
reductions in resource consumption. As a result, 
the epidemic’s impact on per-capita Gross 
Domestic Product is relatively small—and even 
positive in some of the scenarios considered. 


This results from the implicit assumption that 
most low- and middle-income countries have a 
surplus of unskilled labour in the formal sector, 
so that the short-term effect of excess mortality 
will include a reduction in the unemployment 
rate and a rise in skilled wages. In addition, lower 
population growth reduces the pressure on land 
and physical capital, so that production becomes 
more capital-intensive, and labour productivity 
increases. Available models used assume that the 
economies of affected countries have sufficient 
flexibility for these adjustments to occur. 


These modelling exercises may underestimate 
the longer-term impact on economic growth in 
heavily affected countries, should the number 
of people affected and infected continue to 
grow rapidly. Few models can capture the 
economic costs of institutional dysfunction, 
for example, or the costs of a severe distortion 
in the supply and distribution of labour power, 
intergenerational transmission of knowledge 
and skills, or of the disruption of lifetime capi- 
tal acquisition and inheritance. 
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Figure 14 


Pessimistic estimates of macroeconomic impact 
in the long run were reported in a recent joint 
study by Heidelberg University and the World 
Bank (Bell et al., 2003), using South Africa 
as a test case. The long-term economic costs 
of AIDS could be ‘devastating’ because of the 
cumulative weakening from generation to 
generation of human capital. To avoid such an 
outcome, the study advised greater spending to 
contain the epidemic, more funds to provide 
treatment and care for those infected, increased 
aid for orphans via income support or subsidies 
that are linked to school attendance, and taxes 
to finance these expenditures. 


Perhaps the most significant impact of the 
epidemic will be on government budgets. 
Governments will witness reduced growth in 
tax revenues as economic growth slows, while 
budgetary demands for health care and social 
welfare will increase. Governments will face the 
same increased AIDS-related employment costs 
as those faced by the private sector, including 
increased training and recruitment costs and 


budgets for many years to come, and will sig- 
nificantly inhibit the capacity of governments 
in high-prevalence countries to mount an 
adequate response without external assistance. 


Challenges of the ‘Next Agenda’ 


The impacts of AIDS on the development 
capacity of poor countries will significantly 
undermine their ability to make substantive 
progress towards the Millennium Development 
Goals, particularly in regard to poverty reduc- 
tion, education and health targets and the care 
of orphans. The epidemic has placed multiple 
challenges before the international community, 
cutting across every sector. These challenges 
include: 


@ Embedding the message that AIDS is both 
a global emergency and a long-term devel- 
opment crisis that requires an exceptional 
and sustained response, far beyond the 
scale of what we have seen to date. 


@ Ensuring there is universal recognition that 
changes to the structure of health insurance AIDS is reversing decades of development 
and pensions. These combined effects are likely progress in the most-affected countries 
to complicate efforts to balance government Therefore, strengthening the response to 

a 
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AIDS must be a central part of develop- 


ment programming and practice. 


Reorienting situation assessment and early 
warning systems to a ‘people focus’ with 
greater attention to household impacts. 


Developing new strategies to deal with the 
disproportionate impact of the epidemic 
on women, girls and orphans, including 
microcredit, school support and food assis- 
stance programmes. 


Developing strategies for radical and 
innovative approaches to restoring human 
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capacity in the worst-affected countries; 
for example, massive antiretroviral therapy 
programmes, a complete re-thinking of 
how skills will be built, retained and sus- 
tained, salary support, stopping the drain 
of health and administrative workers, etc. 


Developing long-term strategies to replace 
the short-term ‘Band-Aid’ approaches 
which have dominated the response up 
until now. The epidemic is not going to be 
resolved in the short-term; strategists need 
to be looking 10-20, even 30, years ahead. 


“We wanted to stay together after our parents and grandparents died of AIDS. I want to go back to 
school, but there is no money... I must work hard to get a good life and look after myself not to get 
the disease my mother and father had.” — Felix, 15 years old, the sole income earner in a household that 


includes his five younger siblings and an 
80-year-old great uncle 


Children orphaned by AIDS are 
found in almost every country of the 
world. In some countries, there are 
only a few hundred or a few thou- 
sand. In Africa, there are millions. 
All have suffered the tragedy of losing 
one or both parents to AIDS, and 
many are growing up in deprived and 
traumatic circumstances without the 
support and care of their immediate 
family (see Figure 15). 


Children orphaned by AIDS range in 
age from a few days or months old to 
18 years of age. In countries with low-level and 
concentrated epidemics, it is impossible to reli- 
ably estimate the number of children orphaned 
by AIDS, or to determine what percentage they 
represent of all orphans. 


a 


Millions 


> 


Number of orphans 


The worst orphan crisis is in sub-Saharan 
Africa, where 12 million children have lost one 
or both parents to AIDS. By 2010, this number 
is expected to climb to more than 18 million. 
As staggering as these numbers are, the crisis 
will worsen if parents struck by HIV do not get 
access to life-prolonging treatment and effec- 
tive prevention services. 


Some countries have yet to experience the 
full impact of parental deaths. For example, 


Orphans per region within sub-Saharan Africa, 
end 2003 


Eastern Africa Southern Africa 
Regions 


Central Africa 


Source: UNAIDS, 2004 


Figure 15 


in South Africa, the number of orphans is 
expected to increase from 2.2 million (12% 
of all children) in 2003 to 3.1 million (18% of 
all children) by 2010. Even in countries where 
HIV prevalence has stabilized or declined, the 
number of orphans continues to rise due to 
the time lag between when parents become 
infected and when they die. 


Despite the daunting numbers, children 
orphaned by the epidemic can still have safe, 
healthy and productive childhoods, but only if 
all sectors of society respond with immediate, 
sustained and coordinated efforts that give high 
priority to protecting children and preserving 
the family unit. 
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Who is an ‘orphan’? 


An orphan is defined as a child under the age of 18 who has had at least one parent die. A child whose 
mother has died is known as a maternal orphan; a child whose father has died is a paternal orphan. A child 


who has lost both parents is a double orphan. 


Many agencies now avoid using the term ‘AIDS orphan’ as it is stigmatizing. Extensive research shows 
that stigma prevents governments and communities from effectively responding to the orphan problem, 
as well as hindering the emotional recovery of affected children themselves (Stein, 2003). Stigma and ~ 
discrimination also intensify violations of these children’s rights—in.particular, their access to education, 
social services, and community and familial support (see ‘Human Rights’ focus). 


The impact on children 


Even people who work with orphaned children 
struggle to understand the emotional anguish 
a child experiences as he or she watches one or 
both of his or her parents die. When one parent 
is HIV-infected, the probability is high that 
the other parent is as well. Therefore, children 
often lose both parents in quick succession. 
An orphan'’s caregivers may also succumb to 
AIDS, with the result that children may suffer 


Figure 15a 


multiple bereavements. The child’s suffering is 
often compounded by being separated from his 
or her siblings. 


For example, in a report from Zambia, sepa- 
rated siblings said they see each other less than 
once a month (Family Health International, 
2002). Many experience depression, anger, 
guilt and fear for their futures. This experi- 
ence can lead to serious psychological prob- 
lems such as post-traumatic stress syndrome, 


Problems among children and families affected by HIV and AIDS 


HIV infection 


Increasingly serious illness 


Economic problems 


Children withdraw 
from school 
Inadequate food 
Problems with shelter 
and material needs 


Reduced access to 
health-care services 
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Problems with 
inheritance 


me may become caregivers 


Psychosocial distress 


Deaths of parents and young children 


Children without adequate adult care 


Increased vulnerability 
to HIV infection 


Source: Williamson, J. (2004) A Family is for Life ( 
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draft), USAID and the Synergy Project. Washington. 


alcohol and drug abuse, aggression, atid even 
suicide (Foster, 2002). 


Poverty and social dislocation also add to an 
orphaned child’s emotional distress. Factors 
such as loss of household incomes, the cost 
of treating HIV-related illnesses, and funeral 
expenses frequently leave orphaned children 
destitute. A parent’s death also deprives them 
of the learning and values they need to become 
socially knowledgeable and economically pro- 
ductive adults. Recent research suggests that 
this breakdown in intergenerational knowledge 
may play a part in a country’s economic decline 


(Bell et al., 2003). 


Orphans at risk 


Without the protective environment of their 
homes, orphaned children face increased risk of 
violence, exploitation and abuse. They may be 
ill-treated by their guardians, and dispossessed 
of their inheritance and property. Those living 
with foster families are more likely to be 
malnourished, underweight, or short for their 
age in comparison to non-orphans (Monasch 
and Snoad, 2003). In worst-case scenarios, 
orphaned children may be abducted and 
enrolled as child soldiers or driven to hard 
labour, sex work, or life on the streets. 


In Cambodia, a recent study by the Khmer 
HIV/AIDS NGO Alliance and Family Health 
International found that about one in five 
children in AIDS-affected families reported 
that they had to start working in the previous 
six months to support their family. One in 
three had to provide care and take on major 
household work. Many had to leave school, 
forego necessities such as food and clothes, 
or be sent away from their home. All of the 
children surveyed had been exposed to high 
levels of stigma and psychosocial stress, with 
girls more vulnerable than boys. 
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of 
successful help for orphans in these situations. 
In Zimbabwe, since 1998, the Salvation Army’s 
Mayise Camp has provided psychosocial 
support to orphaned children. It recently 


However, there are many examples 


expanded its care services to tackle violence, 
exploitation and abuse. Since children often 
have trouble obtaining medical, psychological 
and legal services, the Camp started a Mobile 
Law Clinic that brings essential services to the 
children. In Cambodia, the nongovernmental 
organization Mith Samlanh (‘friends’) runs 
12 interlinked programmes for 1500 street 
children, ranging from HIV prevention and 
care, to reproductive health education and 
income-generating activities. 


Ensuring access to education is critical in 
responding to the orphan crisis. Orphans 
often fall behind or drop out of school, 
compromising their psychosocial development 
and future prospects. This also affects a 
the 


epidemic. For instance, research in the United 


countrys long-term recovery from 
Republic of Tanzania revealed that the school- 
attendance rate among orphans who had lost 
one parent was only 71%. Among double 
orphans it was even lower at 52% (Monasch 


and Snoad, 2003). 


Staying in school offers orphaned children the 
best chance of escaping extreme poverty and 
its associated risks. Thus, everything possible 
needs to be done to keep them in school. For 
example, Chinas Henan Province recently 
announced that orphans living with their 
extended family would receive free primary and 
secondary schooling, and financial support for 
further studies. Similarly, Jamaica’s National 
AIDS Committee helps some of the country's 
orphaned children with school-related expenses, 
including school fees, uniforms and books. 


UNAIDS 


Grandmothers to the rescue: the ‘Go-Go Grannies’ 


The Go-Go Grannies are a group of grandmothers in South Africa’s Alexandra Township who help an 
encourage each other as they raise their orphaned grandchildren. They have lost their own children to 
AIDS and are now finding it difficult to cope, both emotionally and physically. The Grannies are pant of 
the Alexandra AIDS Orphans Project, which runs support-group programmes for children and caregivers 
living with, and affected by, the epidemic. The project currently provides psychosocial, financial and mate- 
rial support to 30 grandmothers. This includes one-time building grants to ensure adequate shelter for 
their growing families, as well as seeds and fertilizers so the women.can start their own gardens to bring 


in food and income for their families. 


Strengthening the capacity of 
families to protect and care for 
children 


Preserving some sort of family life is extremely 
important for children who have lost one or 
both parents to AIDS, whether the family is 
headed by the lone remaining parent, a grand- 
parent, or another relative. Women and girls of 
all ages are shouldering much of the burden of 
the orphan crisis. Young girls may drop out 
of school to tend to ailing parents, look after 
household duties, or care for younger siblings. 
Mothers are more likely than fathers to con- 
tinue to care for their children after the death of 
the spouse, and women are more willing to take 
in other orphans. 


Then there are the grandmothers—older 
women who care for their own children when 
the latter fall ill, and eventually become sur- 
rogate parents to their bereaved grandchildren, 
often with few resources (see Figure 16). For 
example, studies in Thailand show that almost 
half of the country’s orphaned children live 
with their grandparents. Projects to support 
these elderly caregivers have been developed 
in response. In Chiang Mai, the Mother Child 
Concern Foundation helps to strengthen 
older people’s associations, develops volunteer 
schemes to assist older caregivers, and provides 
low-interest loans to set up small businesses. 


~ 


Formal institutions, such as orphanages, may 
provide a last resort for a limited number of 
orphaned or sick children. In the early days of the 
orphan crisis, countries such as Zimbabwe built 
a number of orphanages. But it quickly became 
apparent that the orphanage solution was unsus- 
tainable and conflicted with a child’s fundamen- 
tal right to grow up in a family environment. 


If preserving the family is the best option for 
orphaned children, then the family’s capacity 
to care for, and protect, these children must 
be urgently strengthened. This means adopt- 
ing programmes that keep parents living with 
AIDS alive and healthy as long as possible, 
improve a household’s money-earning capacity, 
and provide children and their caregivers with 
psychosocial and other support. 


Thailand is one country in which family capacity 
has been strengthened. There, the MTCT-Plus 
Programme (mother-to-child transmission plus 
antiretroviral treatment) provides antiretrovi- 
ral treatment for HIV-positive mothers, their 
infected partners, and children (Beckerman, 
2002). The programme was launched by 
UNICEF and Columbia University’s Mailman 
School of Public Health, and links preventing 
mother-to-child transmission with treatment and 
care options in antenatal-care clinics. The pro- 
gramme also operates in Céte d'Ivoire, Kenya, 
Mozambique, Rwanda, South Africa, Uganda 
and Zambia (UNICEER 2003). 
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® Growing role of grandparents 
tionships of double orphans and single orphans (not living with surviving patent) 
to head of household, Namibia, 1992 and 2000 


Brother/sister 4% 


1992 


Son/daughter-in-law 3% 
Not related 6% 


Adopted/foster-child 5% 


rother/sister 2% 
ghter-in-law 3% 
Not related 11% 
ffoster-child 1% 


NICEF-MICS, Measure DHS, 1992 and 2000 


Figure 16 


Better nutrition and food security will improve 
a family’s overall health and increase the 
time parents and children have together. For 
instance, in Haiti, the international NGO, 
Hunger Grow Away, is promoting a new 
micro-intensive gardening system that uses 
limited viable soil, water resources, tools and 
labour to offer orphaned children and their 
caregivers food security and incomes. 


Mobilizing community-based 
responses 


Communities are capable of responding effec- 
tively to the plight of orphans and children 
whose parents are dying of AIDS. A wide vari- 
ety of relatively formal projects has sprung up 
from the concern of families, neighbours and 
religious groups. A case in point is Cambodia. 
The monks at Wat Kien Kes Temple provide 
some of the country’s orphans and vulnerable 
children with vocational training and income- 
generating skills to improve their standard of 
living. They also mobilize local communi- 
ties to donate food, land and material goods 
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to affected families. The monks have also 
stimulated HIV-oriented dialogue within the 
community, which raises AIDS awareness, 
engenders compassion and reduces discrimina- 
tion (USAID, 2004). If properly recognized 
and supported, these initiatives can provide the 
backbone of national strategies (Foster, 2002). 


National action plans needed 


Until now, most orphan-support interventions 
have been piecemeal and have not matched the 
scale of the problem. In Uganda, officials rec- 
ognized the orphan crisis early on. Yet govern- 
ment assistance fell short of the need, with only 
an estimated 5% of orphans receiving some sort 
of help between 1998 and 2000 (Deininger, et 
al., 2003). Clearly, urgent steps to scale up and 
replicate successful interventions are required 
and should include the following ‘country 
commitments’ to: 


@ conducting participatory situation analyses; 


e implementing a national policy and legisla- 
tion review to better protect children; 


e establishing national coordination mecha- 
nisms for responding to the orphan chal- 
lenge; 


e developing and implementing national 
action plans addressing both orphan pre- 
vention and the needs of orphans; and 


e implementing monitoring and evaluation 
activities based on indicators that specifi- 
cally measure effects on the well-being of 
orphans and children made vulnerable by 


HIV and AIDS (UNICEF et al., 2004). 


The 2003 report on progress in meeting the 
2001 UN Declaration of Commitment on 
HIV/AIDS goals notes that 39% of countries 
with ‘generalized epidemics’ have no national 
policies to provide orphaned and vulner- 


able children with essential support (UNAIDS, 
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2003). Some 14% of these countries are devel- 
oping policies, but 25% have no plans to do so. 


The orphan challenge needs to be met through 
resolute political will before it reaches crisis 
proportions. In countries, a wide range of gov- 
ernment and civil society stakeholders need to 
provide financial help to children, families and 
communities, along with HIV prevention, care 
and support. 
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National policies, such as those developed 
by Honduras, Jamaica, Malawi, Rwanda, 
Swaziland, Thailand and Uganda, are a good 
starting point. But policies are meaningless if 
there is no commitment to translate them into 
practical action. Families and communities often 
demonstrate strong commitments and resiliency, 
and are leading the responses to protect children 
affected by AIDS. Policy frameworks and 
national plans need to provide environments 
that foster these efforts so that orphans can 
survive and thrive in the future. 8 
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Bringing comprehensive 4 
HIV prevention 
to scale 


UNAIDS 


Prevention needs of girls and women 


. a irls 
Despite women's higher biological vulnerability, it is the legal, social and economic disadvantages faced py ne 
in most societies that greatly increase their HIV vulnerability. Therefore, gender-sensitive approaches are key W 


prevention programmes. 


Not as easy as ABC 


For years, prevention programmes for the general population have focused on the ‘ABC’ strategy—abstain and delay sexual 
initiation; be safer by being faithful or reducing the number of sexual partners; and use condoms correctly and consistently. For 
many women and girls, this approach is of limited value. They lack social and economic power, and live in fear of male violence. 
They cannot negotiate abstinence from sex, nor can they insist their partners remain faithful or use condoms. 


Ironically, trust and affection within marriage and other long-term relationships are sometimes part of the problem. Studies from 
various parts of the world suggest married couples have sex more frequently than unmarried individuals, but use condoms less 
often. Global studies of relationships between sex workers and their clients show a similar pattern: condom use was less consis- 
tent if sex workers felt a level of intimacy with their regular clients. For example, in Kenya's Nyanza Province, surveyed clients of 
sex workers reported using condoms less consistently if they were with their usual sex worker (Helene et al., 2002). 


A range of approaches needed 


Many women are denied the knowledge and tools to protect themselves from HIV. Surveys in 38 countries found extremely low 
HlV-transmission knowledge among 15-24-year-old women (UNFPA, 2002). It is vital to implement comprehensive strategies, 
including gender-specific and culturally specific services that help women counteract discriminatory social and economic factors. 
Key components include: access to education (particularly secondary education); strengthening legal protection for women's 
property and inheritance rights; eradicating violence against women and girls; and ensuring equitable access to HIV care and 
prevention services. Men are often regarded as a major part of the problem. However, they need to be a substantial part of the 
solution by: taking responsibility for fidelity and safer sex; committing themselves to their daughters’ education; alleviating wom- 
en's burden of care; and embracing a zero-tolerance attitude towards violence against women. 


In June 2002, the World Health Organization (WHO) and the International Center for Research on Women led a consultation 
of experts to rethink classic HIV prevention based on women’s and girls’ distinct needs. They also aimed to improve HIV inter- 
ventions that target men (WHO, 2003). The experts described a continuum of approaches to integrate gender into prevention 
programmes: 


° Gender-sensitive approaches, at a minimum, recognize that women and men have different prevention, care and support 
needs. For example, diagnosing and treating sexually transmitted infections need to be integrated into family planning/ 
reproductive health clinics. Then women will be able to gain access to these services without fear of social censure. Another 
example is promoting female-controlled prevention tools, such as female condoms or microbicides. 


¢ Approaches that transform gender roles. These work with men and women to overturn gender norms that create HIV vulner- 
ability. Involving men in these approaches is critical to fostering constructive roles for men in sexual and reproductive health. 
One of the best-known examples is the ‘Stepping Stones’ participatory approach to HIV, sexual health and gender. It was first 
developed in Uganda in the mid-1990s, and is now used in more than 100 countries. Peer groups of 10 to 20 people of the 
same sex and similar age are formed to discuss gender roles, money, attitudes to sex and sexuality and attitudes to death. 
These peer environments encourage women and men of all ages to explore their social, sexual and psychological needs, 
analyse the communication blocks they face and make changes in their relationships. 


e Interventions that empower women and girls attempt to equalize the power balance between women and men. Examples 
include increasing women's access to assets and resources, such as land and inheritance rights, and facilitating women's 
networks and strengthening grassroots community organizations. Other projects go beyond immediate gender-specific 
needs. They are based on the belief that empowerment can only be achieved when women take control of all aspects of their 
lives. For instance, India’s Sonagachi Project involving sex workers has a self-governing structure and uses peer educators 
making it an international empowerment model for HIV prevention among sex workers and their clients. : 


Gender-sensitive programming can often be achieved in the short term since national policy-makers and international donors 
understand and accept it. Developing more discrete, female-controlled prevention tools, such as microbicides, will greatly 
enhance these approaches. In the longer term, modifying the gender-based realities that drive the epidemic will require wide- 


scale transformative and empowering approaches. The effects of doing this will take longer to become evident, but are essential 
to halting the epidemic. 
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Bringing comprehensive 


HIV prevention to scale 


Prevention is the mainstay of the response to AIDS, but is seldom implemented at a scale that would 
turn the tide of the epidemic. Effective, inexpensive and relatively simple HIV prevention interven- 
tions do exist, but the pace of the epidemic is clearly outstripping most country efforts towards 
effective prevention programming. Globally, less than one-fifth of people who need it have any 


access to prevention services (Policy Project, 2004). 


Today, expanded access to antiretroviral therapy 
is bringing hope to millions of people living with 
HIV; it is vital that this be matched by expanded 
prevention programming. Dramatically expand- 
ing prevention programmes would have a 
profound impact on HIV infection levels. 
Comprehensive prevention could avert 29 mil- 
lion of the 45 million new infections projected 
to occur this decade (Stover et al., 2002) (see 
Figure 17). Moreover, without sharply reducing 
HIV incidence, expanded access to treatment 
becomes unsustainable. Antiretroviral therapy 
providers will be swamped by demand. 


Figure 17 
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of the comprehensive interventions package 
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Source: Stover et al. (2002). Can we reverse the HIV/AIDS pandemic with an expanded response? Lancet, 2002. 
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In the 2001 UN Declaration of Commitment 
on HIV/AIDS, countries around the world 
committed themselves to massively scaling up 
prevention programmes. The Declaration’s goal 
is to reduce HIV prevalence among young people 
(15-24 years old) by 25% in the most affected 
countries, and to reduce the proportion of infants 


infected with HIV by 20%, both by 2005. 


If current trends continue, many countries will 
fall short of these targets. In the hardest-hit 
countries of sub-Saharan Africa, few people 
have access to prevention programmes despite 
extraordinarily high infection rates. In other 
regions where the epidemic is rapidly emerging, 
opportunities to stop its expansion still exist— 
but only if prevention efforts are accelerated. 


Meeting new prevention 
challenges 


Fortunately, a number of countries are dem- 
onstrating results in reducing HIV infection 
rates. Senegal, Thailand and Uganda pioneered 
early HIV prevention successes. In recent years, 
similar progress has been recorded in coun- 
tries as diverse as Brazil, Cambodia and the 
Dominican Republic. The global community 
can learn from these prevention successes and 
adapt them. An overall lesson is that an effective 
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Progress update on the global response to the AIDS epidemic, 2004 


Prevention programmes reach fewer than one in five people who need them 


ion \ red 
© According to estimates from 70 countries responding to a 2003 coverage survey, the proportion Gee ee . 
by services to prevent mother-to-child HIV transmission ranges from 2% in the Western Pacific, to 97% In su = 


i> 
-*. - 
Africa, and 34% in the Americas. Beaxean \ > 
e The proportion of adults needing voluntary counselling and testing who received it ranged from almost none puth cat 
Asia, to 7% in sub-Saharan Africa, and 1.5% in Eastern Europe. ~>» : 


> 


Condom use in sex acts with a non-cohabiting partner ranged from 13% in South-East Asia, to 19% in sub-Saharan Africa. 
Fewer than 10% of surveyed countries with significant HIV transmission among injecting drug users have access to 
harm-reduction programmes. —a 

e In the Americas, nearly 30% of men who have sex with men have access to prevention services, compared with 6% in 
sub-Saharan Africa. In South-East Asia, 16% of the estimated 2.2 million sex workers benefit from basic prevention 
services, compared with around 32% of the estimated 2.5 million sex workers in sub-Saharan Africa. 

® Insub-Saharan Africa, nearly 60% of primary school students receive basic AIDS education, compared with 13% in the 
Western Pacific region. | 


Source: Progress report on the global response to the HIV/AIDS epidemic, UNAIDS, 2003; Coverage of selected services for HIV/AIDS 
prevention and care in low- and middle-income countries in 2003, Policy Project, 2004. 


Reinforcing strategies of risk, : 
vulnerability and impact reduction At the same time, HIV prevention needs to 


evolve and be more innovative in addressing 
changes in the epidemic. For example, in sev- 
eral industrialized countries, risk behaviours 
and new infections are rising again among 
populations in which prevalence had stabilized 
or declined—particularly among young men 
who have sex with men. This has been linked to 
the promise of antiretroviral therapies (Ostrow 
et al., 2002; Suarez et al., 2001) as well as ‘pre- 
vention fatigue’ and the fact that many young 
people are now coming of age without having 
experienced the epidemic’s devastations. 


Figure 18 


Source: UNAIDS, The Global Strategy Framework on HIV/AIDS (Reinforcing strategies 


of risk, vulnerability and impact reduction: The expanded response to the epidemic), 2001 New or greatly increased efforts are needed to 

prevent HIV in women and girls, as even the 

response is anchored in three strategies, which —_best-designed interventions will have limited 

are highly inter-related (UNAIDS, 2002): success unless supported by sustained efforts 

© eerestinig the tisk of infection. to Slow. attack the root causes of their vulnerability 

down the epidemic: (see box on page 68). Equally, the challenge of 

keeping the next generation HIV-free’ means 

@ decreasing vulnerability to reduce both risk _that far more resources must be invested in pre- 
and impact; and vention among young people of both sexes. 

@ reducing impact in order to decrease vul- Expanded access to antiretroviral therapy and 

nerability. 


other treatment offers a critical opportunity to 
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Reducing vulnerability among mine workers 


Most of South Africa’s 300 000 gold and*platinum miners work far from home and see their families only 
once a year—a system that originated under colonialism and flourished under apartheid. This system is 
one of the factors driving the country’s HIV epidemic, exposing miners to a host of risk situations. Today, 
that is changing for many men as companies work to replace crowded, all-male hostels with low-cost, 
family housing, often working with local governments to build houses and convert old hostels. 


Lonmin Platinum is one of the leaders in these efforts. It is the world’s third-biggest platinum group metals 
producer and employs 16 000 regular mine workers. It has built more than 1000 dwellings to date and 
aims to build an additional 2000 in short order. And the company has gone even further. On World AIDS 
Day 2003, it started providing HIV-positive employees with antiretroviral treatment, and is considering the 


possibility of extending the programme to their families. 


strengthen prevention efforts, by encouraging 
vastly more people to learn their HIV status. 
This is likely to occur both because the promise 
of treatment should stimulate greater use of 
voluntary counselling and testing, and because 
health-care providers will increasingly make the 
offer of diagnostic testing a routine practice in 
clinical settings. This, combined with visible 
treatment successes, should encourage more 
open dialogue about HIV. Messages of care 
and compassion from political, religious and 
community leaders will also help reduce stigma 


towards people living with HIV. 
Reducing vulnerability 


Effective prevention requires policies that help 
reduce the vulnerability of large numbers of 
people—in effect, creating a social, legal and 
economic environment in which prevention 1s 
possible. An effective response to AIDS goes 
hand in hand with basic socioeconomic devel- 
opment. Studies in sub-Saharan Africa show 
that men and women living in areas with higher 
indicators of development such as life expec- 
tancy and literacy are significantly more likely 
to use condoms (Ukwuani et al., 2003). Boys 
in Zimbabwe who remain in school and have 
intact families are more likely to practise safer 
sex (Betts et al., 2003). Studies in sub-Saharan 
Africa and the Caribbean indicate that women 
are less likely to use condoms than men due to 


gender-related power dynamics, which make it 
more difficult for women to request the use of 
condoms (Norman, 2003). 


Initiatives that enhance economic and social 
development and empower women and girls 
also contribute to effective AIDS responses. 
Such prevention-friendly efforts take many 
forms and can often be implemented by both 
public and private sectors. For example, in 
South Africa, mining companies are build- 
ing migrant mine workers family housing to 
replace the overcrowded, single-sex hostels that 
have been an important contributor to HIV 
transmission in the region (see box above). 
Eliminating school fees in Uganda and Kenya 
helps get new poor pupils into school and 
keep young people, notably girls, in school. 
Legislation legalizing the purchase and posses- 
sion of sterile injecting equipment can reduce 
HIV transmission among injecting drug users 
without contributing to increased drug use. 
Similarly, international cooperation to pre- 
vent human trafficking for sexual exploitation 
reduces the number of young people exposed 
to an extremely high risk of HIV, violence and 
other human rights abuses. 


Comprehensive prevention 


Comprehensive prevention addresses all modes 
of HIV transmission. Since HIV epidemics 
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are extremely diverse across regions, within 
countries and over time, programme planners 
need to place different emphases on the mix of 
strategies: 


@ in low-prevalence settings, prevention 
among key population groups (e.g., sex 
workers and their clients, injecting drug 
users, men who have sex with men) can 
be effective in keeping HIV at low levels in 
the general population; 


e in high-prevalence settings, prevention 
among key populations continues to be 
important, but broad strategies reaching all 
segments of society are needed to turn the 
epidemic around; and 


@ in all countries, prevention is impeded 
if universal access to treatment, as well as 
impact and vulnerability-reduction meas- 
ures, are not clearly parts of the response. 


Vulnerability to HIV exposure—an individual 
or community’ inability to control their risk of 
infection—is multifaceted, so no single preven- 
tion intervention will be effective on its own. 
Key elements in comprehensive HIV preven- 
tion include: 


@ AIDS education and awareness; 


@ behaviour change programmes, especially 
for young people and populations at higher 
risk of HIV exposure, as well as for people 
living with HIV; 

@ promoting male and female condoms as a 
protective option, along with abstinence, 
fidelity and reducing the number of sexual 
partners; 


@ voluntary counselling and testing; 


@ preventing and treating sexually transmit- 
ted infections; 


@ primary prevention among pregnant 
women and prevention of mother-to-child 


transmission; 


e harm reduction programmes for injecting 
drug users; 
@ measures to protect blood supply safety; 


@ infection control in health-care settings 
(universal precautions, safe medical injec- 
tions, post-exposure prophylaxis); 

@ community education and changes in laws 
and polities to counter stigma and discrim- 
ination; and 

@ vulnerability reduction through social, legal 
and economic change. 


Preventing sexual transmission 
through ‘combination prevention’ 


The term ‘combination prevention’ is some- 
times used to mean comprehensive preven- 
tion. However, more frequently it refers to the 
combination of strategies required to prevent 
sexual transmission. Combination prevention 
includes various strategies that individuals can 
choose at different times in their lives to reduce 
their risks of sexual exposure to the virus. 


Countries that have achieved sustained prog- 
ress against HIV transmission have pursued an 
array of complementary prevention approaches, 
from the ‘ABC’ options for preventing sexual 
transmission at the individual level (see box 
on page 73) to the integration of prevention 
and care efforts. Brazil, Thailand and Uganda 
exemplify very different but effective responses: 
they emphasized getting the right combination 
of interventions to fit the specific risk factors 
and vulnerabilities that characterized the epi- 
demic in each country. 


Uganda is one of most inspiring examples of 
an effective national response, having success- 
fully reduced overall prevalence of HIV since its 
peak in 1992. This was done through a variety 
of prevention approaches including community 
mobilization, pioneering nongovernmental 
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The ABCs of combination prevention 


Just as combination treatment attacks HIV at different phases of virus replication, combination prevention 
includes various safer sex behaviour strategies that informed individuals who are in a position to decide 
for themselves can choose at different times in their lives to reduce their risk of exposing themselves or 
others to HIV (Global HIV Prevention Working Group, 2003). These are often referred to as the ABCs of 
combination prevention. 


@ A means abstinence—not engaging in sexual intercourse or delaying sexual initiation. Whether 
abstinence occurs by delaying sexual debut or by adopting a period of abstinence at a later stage, 
access to information and education about alternative safer sexual practices is critical to avoid HIV 
infection when sexual activity begins or is resumed. 


B means being safer—by being faithful to one’s partner or reducing the number of sexual partners. 
The lifetime number of sexual partners is a very important predictor of HIV infection. Thus, having 
fewer sexual partners reduces the risk of HIV exposure. However, strategies to promote faithfulness 
among couples do not necessarily lead to lower incidence of HIV unless neither partner has HIV infec- 
tion and both are consistently faithful. 


C means correct and consistent condom use—condoms reduce the risk of HIV transmission for 
sexually active young people, couples in which one person is HIV-positive, sex workers and their 
clients, and anyone engaging in sexual activity with partners who may have been at risk of HIV expo- 
sure. Research has found that if people do not have access to condoms, other prevention strategies 


lose much of their potential effectiveness. 


A, B, and C interventions can be adapted and combined in a balanced approach that will vary by cultural 
context, the population addressed and the stage of the epidemic. 


organization (NGO) projects and public edu- 
cation campaigns emphasizing delayed sexual 
initiation, partner reduction and condom use. 
Strong political leadership, destigmatization 
and open communication were key aspects of 
the Ugandan response to AIDS. Behavioural 
changes in the early 1990s—in particular, 
delayed sexual debut and reduced numbers 
of casual partners—were pivotal in reduc- 
ing new infections. Following these initial 
changes, increased condom use appears to 
have played an important role in stabilizing 
the epidemic, which preserved and acceler- 
ated the response’s momentum over the past 
decade (Singh et al., 2003; Shelton et al., 
2004). 


Thailand also applied a variety of approaches, 
with high-profile critical leadership beginning 


in the early 1990s. As well as mass media cam- 


yo 


paigns, Thailand pioneered a “100% Condom 
Use’ policy for sex workers and their clients. 
This led to an increase in condom use, particu- 
larly in sex work, and a decrease in the number 


of sexual partners (UNAIDS, 2000). 


Brazil reduced national infection rates by 
investing in mass media campaigns on AIDS 
awareness, harm reduction programmes for 
injecting drug users, behaviour change pro- 
grammes for sex workers and men who have 
sex with men, and by promoting voluntary 
counselling and testing (Levi and Vitéria, 
2002). Strong civil society advocacy was an 
essential element, including by organiza- 
tions of HIV-positive people. This advocacy 
effort supported and strengthened govern- 
ment-administered prevention activities and 
encouraged integrating care and treatment in 
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the National AIDS Programme, including uni- 
versal access to antiretroviral therapy. 


The responses of these three countries were 
based on correct assessment of the unique mix 
of factors driving their respective epidemics. 
For example, Thailand’s primary emphasis on 
condom use in sex work settings would have 
been less successful in Uganda since sex work 
was not the main factor driving its epidemic. 


AIDS education and awareness 


Although the epidemic is well into its third 
decade, basic AIDS education remains funda- 
mental to the response. For instance, in India, 
behavioural survey data showed that 30% 
of women had not heard of HIV or AIDS 
(NACO, 2003). Rural women were the least 
informed: less than 25% of rural women in the 
states of Bihar (18.7%), Gujarat (22.7%) and 
Uttar Pradesh (24.3%) were aware that HIV 
could be transmitted sexually. Figure 19 indi- 
cates the difference in knowledge about trans- 
mission of HIV between men and women, and 
between urban and rural respondents. 


Most studies of prevention programmes in low- 
and middle-income countries indicate that 
effective behaviour-change projects include 
educational and communications components, 
using a range of media, from traditional the- 
atre and music, to global television and radio 
networks (Merson et al., 2000). Countries that 
have significantly reduced rates of new infec- 
tions have typically invested heavily in AIDS 
education and awareness initiatives. 


Media campaigns have become _ increas- 
ingly involved in HIV and AIDS program- 
ming. National broadcasters such as China’s 
CCTV and the South African Broadcasting 
Corporation have made strong efforts, as have 
global media organizations such as the British 
Broadcasting Corporation, France’s TV5 and 
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Figure 19 


the international music broadcaster Music 
Television (see “Young People’ focus). 


However, information alone is not enough to 
produce sustained behaviour change. A recent 
study in Zimbabwe found that many young 
people who were educated about AIDS and 
sexually transmitted infections still did not use 
a condom during sexual intercourse (Betts et 
al., 2003). Clearly, as a prevention tool, HIV 
education alone has its limits. Nevertheless, 
information is critical to helping people gain an 
accurate understanding of how HIV is trans- 
mitted and how it can be prevented—the first 
step towards reducing risk. 


National youth councils, health-care provider 
networks, religious networks and other struc- 
tures can provide established communica- 
tion channels for conveying facts. In China, 
Anhui province launched a ‘train the trainers’ 
approach to diffusing HIV-related information 
among health-care workers. Fifty-five staff were 
initially trained at various health institutions, 
and follow-up workshops were conducted in 
local provincial health-care settings. Eighteen 
months after the training, surveys found that 
basic HIV-related knowledge was up to 100% 
higher in counties where the training occurred, 
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China moves ahead with prevention among populations 


China has 840 000 people living with HIV, with over 50% of infections acquired through contaminated 
drug injecting equipment. More recently, there has been a large increase in the number of people infected 
through commercial sex, especially in coastal areas in east and south China, and in big cities. In response, 
the government has declared a policy of vigorous behavioural intervention among groups at higher risk of 
HIV exposure. Although some of the measures—which include condom promotion, needle exchange and 
methadone maintenance therapy—have proved controversial with some government departments and 
the public, the new policy actually supports activities already under way in various parts of the country. 
For example, in 2001, the cities of Wuhan in Hubei Province and Jingjiang in Jiangsu Province began a 
pilot study with World Health Organization (WHO) support to promote 100% condom use in entertainment 
establishments. In 2002, a pilot project for marketing syringes and needles was conducted in Guangxi 
Zhuang Autonomous Region and Guangdong Province, using staff of local centres for disease control 


(Ministry of Health/UN Theme Group, 2003). 


compared with counties where staff received no 


training (Wu et al., 2002). 


Programmes to change HIV risk 
behaviour and sustain healthy 
behaviour 


Dozens of studies have demonstrated that a 
variety of strategies can help individuals initiate 
behaviour change and sustain healthy behaviour 
to reduce risk. Evaluations of programmes have 
documented sexual behaviour change among 
adolescents and adults, men and women, people 
in low-, middle- and higher-income countries, 
and among groups that are especially vulnerable 
to infection (Global HIV Prevention Working 
Group, 2003). - 


Behaviour change and maintenance pro- 
grammes provide essential health information, 
motivate people to reduce risk and increase indi- 
viduals’ skills in using condoms and negotiating 
safer sex. Effective approaches for young people 
and children involve life-skills-based education 
that promotes the adoption of healthy behav- 
iours. These include taking greater responsibil- 
ity for their own lives, making healthy choices, 
gaining strength to resist negative pressures and 
minimizing harmful behaviours. 


Hi) 


Successful behaviour change programmes are 
usually accompanied by the other components 
of comprehensive prevention mentioned ear- 
lier. They are also supported by collecting solid 
information on the behaviours, attitudes, and 
social networks of the target population. A 
variety of techniques can be used, from sur- 
veys to sophisticated geographic information 
systems. For example, a recent South African 
study in three townships and a business dis- 
trict demonstrates how formative research 
plays a potentially useful role in developing 
prevention strategies. Researchers found that 
social networks in these areas were relatively 
diffuse, but that respondents were broadly able 
to identify public sites where people meet new 
sexual partners. The study showed that most of 
these sites lacked condoms, and helped identify 
potentially important venues for interventions 


(Weir et al., 2003). 


Promoting male condom use 


HIV prevention efforts have long focused on 
encouraging correct and consistent condom 
use as part of a combination prevention strat- 
egy. Scientific data overwhelmingly confirm 
that male latex condoms are highly effective 
in preventing sexual HIV transmission (CDC, 
2002). Evidence also indicates that the poly- 
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Nepal’s unique prevention efforts 


In Nepal, Population Services International has implemented an awareness campaign that takes advan- 
tage of the reach of the national postal service. The campaign places a sticker saying Protect yourself and 
others from HIV/AIDS’ on every letter or package entering and leaving the country. The stickers have the 
logo of the Number One brand of condoms which Population Services International has been distributing 
in Nepal since 2003. Other promotion efforts have focused on non-traditional outlets serving populations 
at higher risk, including people in entertainment establishments such as various types of restaurants and 
massage parlours. In the first year of operation, this resulted in almost four million condoms being distrib- 


uted, far exceeding the first-year target of one million. 


urethane female condom is comparably effec- 
tive in protecting against sexual transmis- 
sion (WHO/UNAIDS, 1997). In addition, 
condoms prevent other sexually transmitted 
infections associated with increased risk of 
acquiring and transmitting HIV. 


Condoms have always played a key role in 
successful national prevention programmes. Yet 
despite clear public health benefits, condom use 
is still low in many countries. Studies of nearly 
4300 adults in Kenya, Tanzania and Trinidad 
found that only 19% had used a condom 
with their most recent sex partner (Norman, 
2003). The United Nations Population Fund 
(UNFPA) has identified more than 200 myths, 
misperceptions and fears that hinder access to 


and use of condoms (UNFPA/UNAIDS, 2004). 


Effectively promoting condom use requires clear 
messages that dispel myths and misperceptions, 
such as the idea that only promiscuous people 
use them or the fallacy that HIV is small enough 
to pass through latex. However, it requires more 
than just education. Individuals—particularly 
women and girls—who wish to use condoms 
often experience difficulty in negotiating their 
use with sex partners (Norman, 2003). These 
findings underscore the need to address gender 
issues within condom promotion efforts (see 


Figure 20). 


Globally, condom distribution has increased 
substantially in recent years, but a large supply 
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gap remains. In South Africa, between 2000 
and 2002, condom distribution rose by almost 
70%. In Brazil, between 1996 and 2000, 
total condom sales increased by about 62% 
(Levi and Vitdria, 2002). In India, condom 
sales increased by 13% during 2003-2004. 
Meanwhile, the Chinese government currently 
purchases 1.2 billion condoms a year from 
domestic sources, primarily for free distribu- 
tion as contraceptives. 


Despite the clear need, there are still not enough 
condoms available in many regions where HIV 
is rampant. UNFPA estimates that the cur- 
rent supply of condoms in low- and middle- 


Figure 20 


Trends in sexual behaviour among young people 
in selected sub-Saharan African countries, 1994-2001 


Percentage of young people (1 5—24-year-olds) who report using a condon 
last sex with a non-marital non-cohabiting partner, of those who have had 
with such a partner in the last 12 months 
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income countries falls 40% short of the number 
required. Unfortunately, international funding 
for procuring condoms has declined in recent 
years. The World Bank’s Multicountry AIDS 
Programme and the Global Fund to Fight 
AIDS, Tuberculosis and Malaria are serving as 
important new channels of financial assistance 
for condom promotion. Despite this, a substan- 
tial condom gap remains and could grow much 
worse in coming years, unless all relevant stake- 
holders act to increase condom supply. 


Female condoms 


The female condom was launched in the early 
1990s. Since 1997, more than 90 countries 
have introduced it. Promotion efforts have 
occasionally been resisted at the local level for 
a variety of reasons related both to providers 
and to users. But ministries of health in Brazil, 
Ghana, Zimbabwe and South Africa have 
been able to significantly increase the num- 
bers of women using female condoms. The 
key ingredients of successful female condom 
introduction include training for providers 
and peer educators, one-to-one communica- 
tion with potential users, a consistent supply, 
and combining private- and public-sector dis- 
tribution. Other critical factors for scaling up 
female condom use include involving a broad 
range of decision-makers and influential people 
(programme managers, service providers, com- 
munity leaders and women’s group members), 
as well as political leadership and funding by 


governments and donors. 


Market factors also often prevent the effective 
promotion of female condoms. For one thing, 
they cost more than male condoms, which 
makes them inaccessible in many resource-lim- 
ited countries. In response to these challenges, 
donor countries are working to obtain prefer- 
ential prices, and increase financial assistance 
for promoting female condoms. A second-gen- 
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eration female condom that will cost one-third 
less than the current version has entered Phase 


II and III trials in South Africa. 
Young people 


Young people are a critical focus for behaviour- 
change programmes, since people 15-24 years 
old make up an estimated one-half of all new 
infections. However, young people in different 
parts of the world face different kinds of risks, 
and prevention programming must be designed 
accordingly. For example, interventions aimed 
at children who do not attend school are very 
different from those in school. In countries 
where injecting drug use poses a higher risk 
of HIV infection than sexual transmission, 
the curricula for life skills training have to be 
adjusted accordingly. Fortunately, a great deal 
of experience on prevention among young 
people has been built up in the past two decades 
and this is being applied in various parts of the 
world (see ‘Young People’ focus). 


Women and girls 


The special vulnerability of women and girls is 
well documented. For example, in sub-Saharan 
Africa overall, women are 30% more likely to 
be infected with HIV than men (see ‘Global 
Overview chapter). Among young people, 
the gender disparity in infection rates is par- 
ticularly pronounced. In household surveys in 
seven countries in sub-Saharan Africa, 15—24- 
year-old women were found to be 2.7 times 
more likely to be HIV-infected than their male 
counterparts (WHO, 2002a) despite the fact 
that they were far less likely to report having 
non-marital, non-cohabiting partners in the 
previous 12 months (see Figure 21). 


Starting young is central to most prevention 
strategies, and one of the best means of protect- 
ing girls from HIV exposure is to keep them 
in school (see ‘Impact’ chapter). In line with 
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Married and 
cohabiting couples 
Married and _ cohabiting 


couples have sex more fre- 


quently than people who 
are not living together, but 
they use condoms less often 
(Population Report, 1999). 


Some of this low condom 


Figure 21 


the international initiative ‘Education for All’, 
three key action lines have been identified as 
being central to the education sector response 


to HIV and girls: 


le 


Get girls into school, and ensure a safe 
environment that can keep them at school 
and learning. 


Ensure HIV prevention education is pro- 
vided as part of the overall quality educa- 
tion that all children and young people 
deserve. 


Ensure special measures for those not in 
schools to extend the definition of educa- 
tion well beyond schools alone, and to 
consider the needs of working children, 
street children, and those who are exploited 
or made vulnerable by poverty and poor 
living conditions. 


As girls grow older, other prevention activi- 
ties become increasingly important. Reducing 
womens vulnerability to HIV must address a 
variety of gender-related legal, social and eco- 
nomic disadvantages. 
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use is certainly due to trust, 
but it also reflects women’s 
lack of power to negoti- 
ate safer sex, even when a 
woman suspects her hus- 
band has engaged in high- 


risk sex either before or during the marriage. 


Being safer by being faithful to one’s partner is 
integral to ABC, but the idea that no protec- 
tion is ever needed with regular partners can be 
dangerous. Faithfulness is only protective when 
neither partner is infected with HIV and both 
are consistently faithful. For example, a 1999 
study in Thailand found that although three- 
quarters of HIV-infected women were most 
probably infected by their husbands, nearly half 
thought they were at no or low risk for HIV 
infection. Sex with their husband was the only 
HIV risk factor reported by these women (Xu 
et al., 2000). 


This highlights the value of voluntary counsel- 
ling and testing services for couples, which can 
increase knowledge of HIV status and assist 
partners to talk about sex and plan to reduce 
their risk. Studies have found that after volun- 
tary testing and counselling, HIV sero-discor- 
dant couples (couples where only one partner is 
infected) and HIV-positive participants reduced 
unprotected intercourse and increased condom 
use at a greater rate than HIV-negative and 
untested participants (Weinhardt et al., 1999), 
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India: Condom use among men who have sex with men 


The Humsafar Trust in Mumbai, which works with the Lokmanya Tilak municipal hospital, is one of India’s 
two HIV surveillance sites for men who have sex with men. In a survey among the Trust's clients, 82% of 
men and 75% of transgendered people reported that their sex partners would be angry if they insisted on 
condom use. About half of both groups said that condoms were costly, difficult to find and embarrassing 
to purchase, and reported harassment by police for carrying them. Equally alarming, 85% of both groups 
believed condoms were unnecessary with someone who appears healthy (Mathur et al., 2002.) 


Men who have sex with men 


This population accounts for 5—10% of all HIV 
cases worldwide, including the largest share 
of infections in most industrialized countries 
and in Latin America. In Central and Eastern 
Europe, HIV prevalence among men who 
have sex with men is much higher than that of 
the general population (Hamers and Downs, 
2003). In Indonesia, men who have sex with 
men represent 15% of reported AIDS cases; 
29% in Singapore; 32% in Hong Kong; and 
33% in the Philippines (Colby, 2003). Less is 
known about HIV prevalence in this popula- 
tion in sub-Saharan Africa. 


In many parts of the world, men who have 
sex with men typically do not self-identify as 
gay, homosexual or bisexual. Incarceration or 
military service may also create contexts where 
there is sexual expression among men who are 
not gay-identified. Men who have unprotected 
sex with men may also have unprotected sex 
with women and thus serve as an epidemio- 
logical bridge to the broader population. In 
China, a survey of over 800 men who have sex 
with men found that 59% reported having had 
unprotected sex with women in the previous 
year (Ministry of Health/UN Theme Group, 
2003). 


Prevention programmes must take into account 
the fact that this group is highly stigmatized 
throughout much of the world. As of 2002, 
84 countries had legal prohibitions against 
sex between men (International Lesbian and 
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Gay Association World Legal Survey, 2002). 
In 13 Latin American countries, they receive 
a substantially smaller allocation of funds from 
national prevention programmes than their 
representation among all those infected would 
merit (see “National Responses’ chapter). 


In the 1980s, men who had sex with men in 
North America, Western Europe and Australia 
were early HIV-prevention pioneers. They 
developed community-based programmes 
that forged safer sex norms and contributed 
to substantially reducing new HIV-infections. 
Such leadership is also apparent in low- and 
middle-income countries, through groups such 
as Malaysia’s Pink Triangle, Gays and Lesbians 
of Zimbabwe, and the Dominican Republic's 
Amigos Siempre Amigos (‘friends always’), to 
name only a few. 


In many countries, NGOs play a critical role 
in delivering HIV-prevention services to men 
who have sex with men. For example, the 
Indonesian government and Family Health 
International have specially 
designed peer education among waria (trans- 


implemented 


vestite sex workers), more than one in five of 
whom tested HIV-positive in 2002 in Jakarta 
(Ministry of Health, 2003). 


Peer-based interventions that target social net- 
works of men who have sex with men can be 
highly effective in promoting risk reduction. 
Recently, prevention workers recruited and 
trained young men in St Petersburg, Russia, 
and Sofia, Bulgaria, to deliver HIV prevention 
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Annual prevalence of HIV and other 
sexually transmitted diseases at the Clinique de Confiance, 
Abidjan, Céte d'Ivoire (1992-2002) 


interventions to 14 social net- 
works of men who have sex with 
men in these cities. An evalua- 
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higher among sex workers than in 
the general population. Surveys 
of sex workers in some urban areas between __ work in a range of settings from highly orga- 
1998 and 2002 detected extraordinarily high nized brothels to roadside bars and the street. 
rates of infection: 74% in Ethiopia, 50% in \ 

South Africa, 45% in Guyana and 36% in The most effective prevention programmes for 
Nepal (UNAIDS, 2002). Rising levels of HIV S& workers include condom distribution, access 
among sex workers can provide early warning diagnosis and treatment of sexually transmit- 
of increasing probability that the epidemic will ted infections and HIV, counselling and other 
expand into the general population. services. Several such projects have had some 


Figure 22 


; : success in increasing safer sex practices and 
At the same time, there is substantial evidence 5 P 


that prevention programmes for sex workers are 
highly cost-effective, and that sex workers can 
be strong partners in prevention if programmes al., 2002; Ghys et al., 2003). For example, the 


reducing new cases of infection, as shown in 
studies in Benin and Céte d'Ivoire (Alary et 


are based on recognizing their human rights. Clinique de Confiance in Abidjan has seen a 
Acknowledging the broad diversity of sex work- marked reduction in prevalence of HIV and 
efs is important in creating prevention pro- other sexually transmitted diseases among its 
grammes. In addition to women, sex workers clients since 1992 (see Figure 22), much of it 
can be male or transgender, young or old, and _ attributable to prevention programming. 


Trafficking of women and girls 


Trafficking for the sex trade is a growing threat to women and girls. The International Labour Organization's 
2002 report, Unbearable to the human heart: child trafficking and action to eliminate it, states that an 
estimated 28 000 to 30 000 children are in prostitution in South Africa, with half between the ages of 10 
and 14. In Europe, the International Organization for Migration estimates that between 2000 and 6000 
women and girls are trafficked each year into Italy, while France, the Netherlands, Switzerland and the 
United Kingdom are also destination countries. Viet Nam faces widespread trafficking of rural children into 


prostitution in large cities. In the Americas, Mexico has considerable internal trafficking of girls for sex at 
Mexican tourist resorts (ILO/IPEC, 2002). 
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The ‘100% Condom Use’ programme, first 
implemented in Thailand, is one of the best 
known  sex-work-related interventions and 
has been replicated in other countries such 
as the Dominican Republic and Cambodia. 
Following implementation of the programme 
in Cambodia, adult prevalence, which had 
reached 3% in 1997, remained stable at that 
level through 2002. Meanwhile, HIV preva- 
lence among sex workers who work in brothels 
declined from 43% in 1997 to 29% in 2002 
(Cohen, 2003). 


Recently, some sex worker organizations have 
criticized the way this programme has been 
applied in some countries (Wolffers and van 
Beelen, 2003). One study found that certain 
features of the Cambodian programme, such as 
lack of consultation with sex workers, reduced 
programme effectiveness, while its mandatory 
testing provisions raised significant human 
rights concerns (Lowe, 2002). A subsequent 
programme evaluation in 2003 led to the pro- 
gramme addressing some of these concerns. In 
contrast, the voluntary approach used in the 
Dominican Republic encourages condom use 
by mobilizing and educating sex workers, man- 
agers and other establishment staff (Kerrigan et 
al., 2003). 


In many countries, a high percentage of sex 
workers are foreigners. An estimated 30% to 
40% of sex workers in European Union coun- 
tries are from Eastern Europe (Brussa, 2002). 
In Abidjan, Céte d'Ivoire, most sex workers 
come from neighbouring Ghana, Liberia and 
Nigeria (Ghys et al., 2002). In these circum- 
stances, prevention programmes need to be 
carefully tailored to address the heightened 
vulnerability of foreign workers—particularly 
those who have been trafficked against their 
will (see box on page 80). One example is the 
European Network for HIV/STD Prevention 


in Prostitution. It operates in 24 European 
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countries, including nine in Central and 
Eastern Europe. Its ‘cultural mediators’ work 
to contact sex workers from low- and middle- 
income countries and link them with health 
providers and other services (Brussa, 2002). 


Human rights violations against sex workers 
(including high levels of violence) by police 
and by criminals are as pervasive as the sex 
trade itself, and seriously undermine preven- 
tion efforts (Human Rights Watch, 2003). 
Strategies to address this include education and 
awareness training for police officers, protective 
regulations, and enforcement of existing laws 
and workplace sanctions that prohibit discrimi- 
nation and punish violence. 


Prisoners 


At any given time, there are approximately 
10 million people imprisoned worldwide. 
This has serious implications for the global 
epidemic, since prisons and other custodial 
settings are breeding grounds for infectious 
diseases such as HIV, tuberculosis and hepati- 
tis. Prison populations come largely from the 
most marginalized groups in society—people 
in poor health and with chronic untreated 
conditions, the vulnerable and those who have 
engaged in activities with high risk of HIV 
exposure such as injecting drugs and sex work. 
The vast majority are released into the wider 
community at some point. 


Evidence of high HIV prevalence in prison is 
widely available. In South Africa, where preva- 
lence of HIV infection for adults is more than 
20%, the level in prisons is double (Goyer, 
2003). In the United States, the proportion of 
confirmed cases of AIDS in prison is estimated 
to be four times higher than that in the general 
population (Braithwaite and Arriola, 2003). 
In Europe, reported HIV infection levels are 
as high as 26% in Spain; 17% in Italy; 13% 
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Figure 23 


in France; and 11% in both Switzerland and 
the Netherlands. Many HIV infections have 
also been reported from prisons in countries 
in Eastern Europe, such as Ukraine and, more 
recently, Lithuania, while prisons in Brazil have 
infection levels varying from 11% to 22% 
(Jiirgens, 2003). 


Globally, most prisoners are men, but women 
prisoners are also at risk of HIV. In Brazil, 
Canada and the United States, women pris- 
oners are more likely to be HIV-positive than 
their male counterparts, largely because a 
high proportion are incarcerated for drug use 
and sex work (De Groot et al., 1999; Human 
Rights Watch, 1998). 


In the Russian Federation, as injecting drug use 
has increased in society, the proportion of pris- 
oners who are injecting drug users has increased 
and the number of HIV-positive prisoners has 
grown, as Figure 23 demonstrates. HIV-posi- 
tive inmates are now about 4.3% of the total 
prison population. 


Prison authorities sometimes deny it, but 
behaviours which carry high risk of HIV 
transmission are common in prisons, includ- 
ing injecting drug use, tattooing, male-male 
sexual relations and violence (including rape). 
In South Africa, up to 65% of male prisoners 


have sex with other prisoners, 
and an estimated 80% of prison- 
ers awaiting trial are robbed and 
raped by convicted prisoners with 
whom they share a cell (Goyer, 
2003; International Centre for 
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Prison Studies, 2003). 


Fortunately, a growing number 
of prison systems are work- 
ing to protect prisoners from 
HIV. Many EU countries now 
provide free access to condoms, 
substitution treatment, and needle and syringe 
programmes in prison. In Spain, for example, 
an estimated 60% of incarcerated drug users 
receive methadone (Stover and Ossietzky, 
2001). The Russian Federation is working with 
the AIDS Foundation East-West to develop a 
model programme which includes prevention 
education for prisoners and staff, access to con- 
doms and providing bleach to sterilize injecting 
equipment (AFEW, 2003). Among low- and 
middle-income countries, Uganda is a leader in 
providing HIV prevention training for prison- 
ers and staff, and has shared this expertise with 
South Africa’s prison system. 


Antiretroviral treatment and drug  substi- 
tution therapy are now available in some 
European prisons. This reflects the principle 
that treatment and care for prisoners should 
be equivalent to that available outside the 
prison setting, as most recently stated in the 
February 2004 Dublin Declaration on HIV/ 
AIDS in Prisons in Europe and Central Asia. 
Ultimately, however, some of the most effec- 
tive interventions for this group will be those 
aimed at breaking the vicious circle of drug 
use, crime and imprisonment. These include 
expanded substitution treatment for drug 
users in general, and increased use of non- 
custodial sentences. 


Migrant workers and mobile 
populations 


In recent years, increasing numbers of people 
have been on the move—from place to place 
within their own country, or to different coun- 
tries altogether. The International Organization 
for Migration estimates that the number of inter- 
national migrants (those who crossed national 
borders) increased from 105 million in 1985 to 
175 million in 2000 (IOM, 2003), while a simi- 
lar number of people may move within national 
borders. 


There is a strong link between various kinds 
of mobility and heightened risk of HIV (see 
‘Global Overview’ chapter). However, while 
there is a widespread prejudice that migrants 
‘bring AIDS with them,’ the fact is that many 
migrants move from low HIV prevalence areas 
to those with higher prevalence, increasing 
their own risk of being exposed to the virus. 
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HIV-related risk often depends on the reason 
for mobility. A recent study in India found 
that 16% of truck drivers working a route in 
the south were HIV-positive, compared to 
adult national HIV prevalence of below 1% 
(Manjunath et al., 2002). In South Africa, 
HIV prevalence is twice as high among migrant 
workers (26%) than among non-migrant 
workers (Lurie et al., 2003). In Sri Lanka, 
housemaids who have returned from working 
in the Middle East account for about half of 
reported HIV cases (UNDP, 2001a). Armed 
conflicts can increase HIV risk in a very short 
time as thousands are forced to flee their homes 
and communities (see ‘Conflict’ focus). 


The wide variety of conditions facing migrants 
requires that HIV prevention be carefully tai- 
lored to the specific circumstances of different 
groups. On a global level, there is increasing 
attention on prevention among mobile popula- 


Rights to entry, treatment and care 


A growing number of HIV-positive people are migrating to countries in Europe. Recent studies show that 
these individuals are typically diagnosed late in the course of infection and consequently miss the benefits 
of early care and treatment (Haour-Knipe, 2002). Some countries have prioritized voluntary counselling 
and testing, care and treatment for HIV-infected migrants and asylum seekers. But other countries have 
opted for mandatory testing and exclusion. This is particularly the case for migrants planning to remain 
in the host country for longer than six to twelve months. Some countries exclude HIV-positive immigrants 
altogether, while others insist on evidence that the individual has the means to finance his or her own 
treatment and care while in the country. 


In the United Kingdom, this debate came to a head in 2003 when it was revealed that an estimated 80% 
of new heterosexual HIV infections had been acquired in sub-Saharan Africa. Intense media coverage 
suggested that asylum seekers were absorbing too many public services, which led to calls for mandatory 
HIV testing for immigrants. 


In response, the All-Party Parliamentary Group on AIDS and its counterpart group on refugees held a 
series of hearings to investigate the matter. The resulting report concluded that testing and exclusion 
were both impractical and undesirable on human rights and public health grounds. It recommended that 
the government adhere to recognized guidelines against mandatory testing, while encouraging voluntary 
testing to ensure improved access to treatment and care. The group also called for national guidelines 
on providing care to HIV-positive asylum seekers living in the United Kingdom (All-Party Parliamentary 
Group on AIDS, 2003.) 
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Matching the intervention with local conditions 


Governments often fear that providing access to clean needles and syringes might result in more injecting 
drug use. But there is no evidence to support this view. Studies in Australia, Canada, Sweden, the United 
Kingdom and the United States have all shown that such programmes (particularly in concert with other 
interventions) help reduce the use of non-sterile injecting equipment and the transmission of HIV. There 
was no evidence that they increased either the number of injectors or the frequency of injecting drug use 
(Riehman, 1996). However, programmes must fit local conditions. For example, research in Canada has 
shown that cocaine injectors tend to inject much more frequently than heroin injectors, and therefore 
require much greater quantities of needles and syringes than usually provided by needle-syringe pro- 


grammes (Strathdee and Vlahov, 2001). 


Participating countries in the joint subregional 
HIV prevention and care programme along 
the Abidjan-Lagos migration corridor 


Figure 24 


Source: International Organization for Migration 


tions that regularly cross international borders 
such as truck drivers, traders and sex workers. 
A recent review found that as many as 56 
programmes are operating in Africa and 27 dif- 
ferent organizations are working in this field in 
South and South-East Asia (IOM/UNAIDS/ 
UNDP, 2002; UNDP, 2001). Five countries 
are participants in a recently launched joint 
subregional HIV prevention and AIDS care 
programme along the Abidjan-Lagos Migration 
Corridor (see Figure 24). 


Cooperation across borders is increasing in vari- 
ous parts of the world. For example, in October 
2003, ASEAN countries took a major step for- 
ward when they agreed to incorporate HIV pre- 
vention programmes within large construction 
projects. As a pre-condition to bidding on these 


ig 


projects, contractors’ bids must include 
HIV prevention for construction work- 
ers and surrounding communities. 


Injecting drug users and their 
sex partners 


Using contaminated injecting equip- 
ment to inject drugs is a highly effi- 
cient mode of HIV transmission and 
continues to play a major role in HIV 
epidemics in several regions of the 
world (see Figure 25). Worldwide there 
are more than 13 million injecting 
drug users, and in some regions more 
than 50% of them are infected with 
HIV. Today, drug injecting with contaminated 
equipment is the major HIV transmission 
mode in many countries in Europe, Asia and 
Latin America, and is also driving HIV trans- 
mission in North Africa and the Middle East. 
In recent years, transmission among injecting 
drug users has been responsible for the world’s 
fastest spread of HIV infection, which has 
occurred in Eastern Europe and Central Asia 
(see ‘Global Overview’ chapter). 


However, experience shows that it is possible 
to prevent and even reverse major epidemics 
among injecting drug users through a mixture 
of interventions. Cities such as London, United 
Kingdom, and Dhaka, Bangladesh, have man- 
aged to keep HIV prevalence among injecting 
drug users to less than 5%. In New York City 


Eee 


84 


in the United States, Edinburgh, 
Scotland, and several Brazilian 
cities, prevalence among inject- 
ing drug users has actually fallen 


2004 Report on the global AIDS epidemic 


(Burrows, 2003). 


The best responses are built 
on the three pillars of supply 
reduction, demand reduction 
and harm reduction. A range of 
programming options should be 
used: discouraging people from 
using drugs, making treatment 
available to users, providing 
appropriate substitution therapies 
and making sure that clean needles and condoms 
are available. A review comparing HIV preva- 
lence in cities across the globe with and without 
needle and syringe programmes found that cities 
which introduced such programmes showed a 
mean annual 19% decrease in HIV prevalence. 
This compares with an 8% increase in cities 
that failed to implement prevention measures. 
In Australia alone, these programmes prevented 
an estimated 25 000 HIV infections, and saved 
hundreds of millions of dollars in HIV treatment 
costs (Drummond, 2002). 


Currently, the proportion of injecting drug 
users reached by prevention interventions is 
extremely low—less than 5% of the total in 
countries where this is a significant mode of 
transmission (UNAIDS, 2003). In many coun- 
tries, there are still policy and legal barriers to 
using proven approaches such as access to clean 
needles and substitution therapy. This is despite 
statements by international bodies such as the 
International Narcotics Control Board con- 
firming that these measures do not contravene 
international drug control conventions (INCB, 
2003). Moreover, few interventions take into 
account the sex partners of injecting drug users, 
a key consideration in avoiding further expan- 
sion of the epidemic. 


Figure 25 


Prevention efforts are also hampered by the 
stigma associated with drug use. In some coun- 
tries, health-care providers actively avoid serving 
injecting drug users. In the Russian Federation, 
more than 90% of the estimated one million 
people living with HIV were infected through 
injecting drug use. Yet injecting drug users 
make up only 13% of people receiving antiret- 
roviral therapy (Malinowska-Sempruch et al., 
2003). 


HIV testing 
Knowledge of HIV status is the gateway to AIDS 


treatment and has documented prevention ben- 
efits; however, the current reach of HIV testing 
services is poor and uptake is often low, largely 
because of fear of stigma and discrimination. 


The cornerstones of HIV testing scale up 
include strengthened protection from stigma 
and discrimination as well as assured access 
to integrated prevention, treatment and care 
services. Public health strategies to increase 
knowledge of HIV status and human rights 
protection are mutually reinforcing and should 
be integrated for greatest effect in reducing 
HIV transmission and improving the quality 
of life of people living with HIV. The testing 
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process, ee a of context, must remain vol- 
untary, with the confidential nature of the test 
result preserved. The ‘3 Cs’ are the underpin- 
ning principles advocated since HIV testing of 
individuals began in 1985. They are: 


@ confidentiality 
@ testing accompanied by counselling 


@ testing only with informed consent, mean- 
ing that it is voluntary. 


HIV testing options for individuals urgently 
need to be greatly expanded to enhance access 
to treatment and prevention. Client-initiated 
voluntary counselling and testing services 
which focus on increasing knowledge of HIV 
status, particularly of sexually active people, are 
run by NGOs or public services at freestanding 
or designated facilities. Rapid scale up requires: 


@ effective marketing of knowledge of HIV 


status for people who may have been exposed 
to HIV through any mode of transmission; 


pre-test counselling provided either on an 
individual basis or in group settings with 
individual follow-up; 


the use of rapid tests that provide results in 
a timely fashion to permit immediate post- 
test counselling follow-up for both HIV- 
negative and HIV-positive individuals. 


New strategies to enhance the effectiveness of 
both treatment and prevention programmes 
require a provider-initiated routine offer of HIV 
testing with assured referral to effective preven- 
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tion and treatment services. Diagnostic HIV test- 
ing is indicated whenever a person shows signs or 
symptoms that are consistent with HIV-related 
disease, including tuberculosis, to aid clinical 
diagnosis and management. A routine offer of 
HIV testing by health-care providers should be 
made to all patients in: 


sexually transmitted infection clinics—to 
facilitate tailored counselling based on 


knowledge of HIV status; 


@ maternal and child health clinics—to 
permit antiretroviral prevention of mother- 
to-child transmission; 


@ health-care settings where HIV is prevalent 
and antiretroviral treatment is available 
(injecting drug use treatment services, hos- 
pital emergencies, internal medicine hospi- 


tal wards, etc.) 
Figure 26 


lem ~VCT Sites 
—e— Clients 


Referral to post-test counselling  ser- 
vices emphasizing prevention, for all 
those being tested, and to medical and 
psychosocial support, for those testing 
positive, must be assured—whether 
diagnostic testing is being performed 
or testing is being offered routinely 
(see Figure 27). The basic conditions 
of confidentiality, consent and coun- 
selling apply but the standard pre-test 
counselling used for client-initiated 
testing is adapted simply to ensure 
informed consent, without a full pre- 
test education and counselling session. 


For provider-initiated testing, whether for 
purposes of diagnosis, offer of antiretroviral 
prevention of mother-to-child transmission or 
encouragement to learn HIV status, patients 
retain the right to refuse testing, i.e. to ‘opt 
out’ of a systematic offer of testing. HIV test- 
ing without consent may be justified in the rare 
circumstance in which a patient ts unconscious, 
his or her parent or guardian is absent, and 
knowledge of HIV status is necessary for pur- 
poses of optimal treatment. All blood donors 
should be advised that their blood will be tested 
confidentially for HIV, and HIV-infected 


blood donations should be removed from the 


blood supply. 
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Figure 27 


Preventing and treating sexually 
transmitted infections 


Preventing, diagnosing and treating sexually 
transmitted infections are essential compo- 
nents of an effective HIV prevention strategy. 
Untreated sexually transmitted infections dra- 
matically increase the risk of HIV transmission 
through unprotected sex. Most of these sexually 
transmitted infections can be prevented by 
using condoms and seeking treatment early. 
Moreover, many bacterial sexually transmit- 
ted infections (e.g., syphilis, gonorrhoea and 
Chlamydia) and parasitic infections (e.g., 
Trichomonas infection) can be treated easily and 
inexpensively with antibiotics. 


Unfortunately, in many countries, poor sexu- 
ally transmitted infection diagnosis and treat- 
ment is hampering HIV prevention efforts. 
In 2003 in Viet Nam, only 38% of sexually 
transmitted infection cases were properly diag- 
nosed, counselled and treated. Comparable 
figures for Botswana and Kenya were 30% and 
50% respectively (UNAIDS, 2003). However, 
in Cotonou, Benin, pharmacists trained 
to diagnose and recommend treatment for 
sexually transmitted urethritis in men were far 
more likely to identify cases and recommend 
effective treatment than other pharmacists. 


UNAIDS 


While there is general agreement that sexually old (Dabis and Ekpini, 2002; Elizabeth Glaser 
transmitted infection control efforts need to be Pediatric AIDS Foundation, 2003). In 1999, in 
significantly scaled up—in a variety of ways— Botswana, 40% of all children who died before 
there is debate among researchers about the _ their fifth birthday were killed by AIDS. In 


relative impact of large-scale sexually transmit- | Zimbabwe, AIDS killed more than 35% in the 
ted infection treatment programmes on HIV _ same age group compared to 25% in Namibia 
incidence. In Mwanza, Tanzania, a large-scale and Swaziland, and over 20% in Kenya, South 


community-based sexually transmitted infec- | Africa and Zambia (Walker et al., 2002). 
tion treatment trial reduced HIV incidence at 
the community level. However, two other trials 
in Uganda (in Masaka and Rakai) showed no 
effect (Kamali et al., 2003). This is likely due 
to the relatively advanced stage of the epidemic 
when these latter trials were undertaken. 


Many of these children acquire HIV through 
mother-to-child transmission, starkly _ illus- 
trating current global health inequities. In 
low- and middle-income countries, there is at 
least a 30% likelihood that an HIV-positive 
breastfeeding mother will pass the virus to her 


Sore oF seal} Rae hed infections mY newborn child (UNAIDS, 2003). By contrast, 
be more effective in reducing HIV incidence oe aii Rae 
in industrialized countries, HIV transmission 


in low and slowly rising epidemics (Hitchcock 
to infants is rare due to antiretroviral prophy- 


dF 71999). 
Se SESCN ) laxis, Caesarean delivery and alternatives to 


Preventing mother-to-child breastfeeding (Dabis and Ekpini, 2002; WHO, 


2003b). Transmission rates below 2% can be 


transmission 

achieved in non-breastfeeding populations in 
In 2003, an estimated 630 000 children  resource-constrained settings with a combina- 
worldwide became infected with HIV—the _ tion of zidovudine from 28 weeks of pregnancy, 
vast majority of them during their mother’s supplemented by a single dose of nevirapine at 
pregnancy, labour and delivery, or as a result of the onset of labour for the mother and a single 
breastfeeding. Meanwhile, some 490 000 chil- dose of nevirapine and a week of zidovudine for 
dren died of AIDS-related causes in 2003. the newborn. 
At least a quarter of newborns infected with — In the 2001 UN Declaration of Commitment 


HIV die before the age of one. Up to 60% — on HIV/AIDS, the world pledged to reduce 
die before reaching their second birthday. _ the proportion of infants infected with HIV by 
Overall, most die before they are five years 20% by 2005; and by 50% by 2010. Achieving 


Reducing mother-to-child transmission... and beyond 


MTCT-Plus is a multi-partner initiative funded by several private foundations and, more recently, the 
United States Agency for International Development. Launched in 2001, the initiative seeks to acceler- 
ate prevention programme scale up by providing long-term antiretroviral treatment to women participat- 
ing in programmes to prevent mother-to-child transmission who need it themselves (WHO, 2003a). By 
November 2003, MTCT-Plus had enrolled more than 900 mothers, children and partners who needed 
antiretroviral therapy. The goal is to recruit 10 000 patients at 11 demonstration sites in Céte d'Ivoire, 


Kenya, Mozambique, Rwanda, South Africa, Uganda and Zambia. Another 12 planning grants have been 
awarded to projects in these countries and others. 
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these targets will require immediate and dra- 
matic scale up of activities, such as expanding 
primary HIV prevention services for women 
of childbearing age, access to voluntary coun- 
selling and testing for pregnant women, com- 
prehensive reproductive health services, and 
antiretroviral prophylaxis to prevent mother- 
to-child transmission. 


Since July 2000, Boehringer Ingelheim has 
offered nevirapine to low-income countries for 
mother-to-child transmission prevention pro- 
grammes. Since July 2002, Abbott Laboratories 
announced a donation programme of its HIV 
rapid tests for the same purpose. Through 
these donation programmes, HIV rapid tests 
have been donated free of charge to test more 
than 450 000 pregnant women and dona- 
tions of both products have been made to 48 
programmes in 24 countries. In many par- 
ticipating countries, however, infrastructures to 
deliver these interventions remain a challenge. 


Progress in expanding access to antiretroviral 
prevention regimens has so far been slow with 
only 10% of pregnant women offered this ser- 
vice (Policy Project, 2004). In Burkina Faso, 
Ethiopia, Malawi, Nigeria and South Africa, 


less than 1% of HIV-infected women who 


Figure 28 
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Figure 29 


gave birth in 2003 had access to a regimen 
to prevent mother-to-child transmission. In 
Cambodia, Myanmar and Viet Nam, cover- 
age is less than 3% (UNAIDS, 2003). Many 
barriers hinder scaling up these prevention pro- 
grammes, including inadequate prenatal care 
service coverage, lack of financial and human 
resources, low knowledge of serostatus among 
childbearing women, fear of stigma and dis- 
crimination and the tendency of many women 
in some low- and middle-income countries to 
give birth at home instead of in health-care 
settings. 


Since 1999, UNICEF has been an international 
leader in establishing projects to reduce mother- 
to-child transmission in low- and middle-income 
countries. Between April 1999 and July 2002, 
projects supported by UNICEF and partner 
agencies in 16 countries reached almost 600 000 
pregnant women in antenatal care centres, and 
provided antiretroviral treatment to more than 
12 000 HIV-positive women following counsel- 
ling and testing. The Elizabeth Glaser Paediatric 
AIDS Foundation has made a key contribution 
through its Call to Action Initiative in 17 coun- 
tries. Figure 28 shows the cascade of services and 
their uptake in nine African countries. At African 
sites, 63% of HIV-positive pregnant women 
received prophylaxis compared with 77% in sites 
outside Africa (see Figure 29). 
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More comprehensive approaches _ linking 
prevention and care show great promise in 
increasing the number of women who enrol in 
mother-to-child transmission prevention pro- 
grammes and in reducing mortality in children 
under five years of age who would otherwise 
lose their mothers. This includes offering addi- 
tional care services for HIV-positive mothers 
and their families—notably treating opportu- 
nistic infections and providing antiretroviral 
therapy, nutritional support, and reproductive 
health care including family planning services. 
This approach may also be a gateway to chang- 
ing the attitudes of male partners if they are 
offered access to health services through their 
partners pre- and postnatal care (UNFPA, 


2003). 


HIV transmission in health-care 
settings 


Transfusion with contaminated blood, unfor- 
tunately, is an extremely efficient form of HIV 
transmission. According to the WHO, blood 
transfusions may account for 5-10% of all 
cumulative worldwide (WHO, 
2002). However, the incidence of this type 
of transmission has significantly declined due 
to practices such as mandatory screening of 
donated blood, relying on low-risk donors, 
and promoting appropriate clinical use of 
transfused blood. For example, in the United 
States this combination has reduced the risk 
of HIV transmission to approximately one in 
every 500 000 transfusions. 


infections 


Substantial progress has also been made in 
promoting blood safety in low- and middle- 
income countries (WHO, 2003). But some 
countries still have not fully implemented 
proven blood safety policies. They risk HIV 
transmission due to inconsistent blood screen- 
ing and using paid donors. Prevalence in these 
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groups is higher than in groups which volun- 
teer to give blood and are not paid for doing so 


(WHO, 2003). 


An estimated 5% of new infections worldwide 
and 2.5% of HIV infections in sub-Saharan 
Africa (Hauri et al., 2004) stem from using 
unsterilized needles or syringes in settings such 
as hospitals and clinics. 


UNICEF, WHO and UNFPA recommend 
that all countries should use only auto- 
disable syringes for immunizations. These 
are syringes which become unusable after one 
injection. The Global Alliance for Vaccines 
and Immunizations partnership supports 
the widespread introduction of auto-disable 
with requires 
that auto-disable syringes be used with all 
vaccinations procured through UNICEF, and 
distributes safety boxes for safe disposal of 


injection equipment. 


syringes immunizations, 


To prevent transmission of HIV or other blood- 
borne diseases, health-care workers should 
adhere to ‘universal precautions’, an approach 
that assumes all individuals are potentially 
infectious. This requires wearing gloves when 
exposure to any body fluid is possible, and 


using gowns, masks and goggles if splattering 
is likely. 


Taking comprehensive 
prevention to scale 


Comprehensive prevention programming can 
become a reality if concerted action is taken on 
several fronts. These include: 


e Financing. Global spending on HIV pre- 
vention in 2003 was estimated to be only 
one-third of the figure needed by 2005 for 


a comprehensive response (Global HIV 
Prevention Working Group, 2003). 


@ Multisectoral action. There is stilk room 
for involving many more political, social 
and economic partners in prevention. Key 
collaborators include faith-based organi- 
zations, NGOs, organizations of people 
living with HIV and private industry and 


workers organizations. 


Responding to changes in the epidemic. As 
epidemics evolve, HIV prevention strategies 
must also evolve to meet new challenges. 
This imperative is particularly relevant in 
industrialized countries where risk behav- 
iours are rising and new HIV transmission 
is occurring, coinciding with the availability 
of antiretroviral treatment and rising ‘pre- 
vention fatigue’ (CDC, 2003; Valdisseri, 
2003). Thailand had early success in reduc- 
ing sexual HIV transmission but did not 
effectively address transmission among 
injecting drug users. Addressing this route 
of transmission has become more impor- 
tant, as has addressing HIV transmission 
within married and cohabiting couples. 


Prevention opportunities in the treat- 
ment era. Expanding treatment access in 
low- and middle-income countries (see 
‘Treatment’ chapter) will increase incen- 
tives for individuals to be voluntarily tested. 
It also holds the promise of reducing HIV- 
related stigma, and can potentially bring 
millions into health-care settings to receive 
prevention interventions designed to assist 
people living with HIV in enacting a policy 
of ‘HIV?—It stops with me’. 


Research on vaccines and microbicides. 
The first Phase III trial of a preventive 
HIV vaccine did not prove effective, but 
several potentially promising vaccine 
candidates continue to progress through 
the clinical trial process. These include a 
combination vaccine that will be tested 
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on 16 000 volunteers being enrolled in 
a Phase III trial in Thailand. The pace of 
research on microbicides is also accelerat- 
ing with more than 50 microbicidal prod- 
ucts being developed; four are anticipated 
for Phase III testing in 2004 (Foss et al., 
2003). If these trials are successful, effec- 
tive microbicides could be on the market 
in five years. 


Challenges of the ‘Next Agenda’ 


If the spread of HIV is sustained at its current 
pace, hard-hit countries strain even more under 
the impact of the epidemic and have increas- 
ing difficulty keeping up with the demand for 
treatment and support for children orphaned by 
AIDS. Furthermore, countries will fail to reach 
their Millennium Development Goals and the 
2001 UN Declaration of Commitment on 
HIV/AIDS targets. 


It would be a grave mistake, with severe con- 
sequences for future generations, if preven- 
tion efforts flagged. We have both scientific 
knowledge and empirical evidence to address 
the prevention challenge. Expanding treatment 
access is also providing new opportunities now 
to integrate prevention and treatment. 


The goal of an AIDS-free generation within the 
next 15-20 years is attainable if political and 
social leadership is shown in all sectors and at 
all levels of society, right down to individuals 
and families. Each new infection prevented 
today cuts off a potential chain of HIV trans- 
mission tomorrow. 


Future challenges include: 


@ Closing the prevention gap—in 2004, less 
than 20% of those in need have access to 
HIV prevention services. Without effec- 
tive comprehensive prevention for all, the 


numbers of people living with HIV will 
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continue to escalate, with disastrous short- 


and long-term effects. 


Ensuring that prevention is comprehensive 
and involves a variety of effective interven- 
tions, since no single element is enough. 
Achieving the most successful strategies 
and activities will depend on the stage and 
nature of each country’s epidemic, the needs 
of different populations at risk, and the par- 
ticipation of people living with HIV. 


Fully integrating comprehensive prevention 
activities into ‘3 by 5’ and other antiretro- 
viral scale up programmes by using clinical 
settings to encourage both HIV-positive 
people and those who test negative to adopt 
safer behaviour. 
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Effectively addressing all vulnerability fac- 
tors driving the epidemic, including societal 
injustices, gender inequality, human rights 
deprivation, social exclusion of marginal- 
ized groups and the lack of youth involve- 
ment in AIDS-related decision-making. 


Eliminating AIDS-related stigma and dis- 
crimination through effective legal frame- 
works and by protecting the rights of all 
individuals. 


Speeding up development, financing and 
accessibility for effective HIV vaccines and 
microbicides. 


Reinvigorating prevention programmes in 
high-income countries to reduce pre- 
vailing prevention ‘fatigue’ and to avoid the 
epidemic’s resurgence. Xd 
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HIV and young people: 
the threat for today’s youth 


Today's youth generation is the largest in his- 
tory: nearly half of the global population is less 
than 25 years old (UNFPA, 2003). They have 
not known a world without AIDS. 


Young people between the ages of 15 and 24 are 
both the most threatened—globally accounting 
for half of all new cases of HIV—and the great- 
est hope for turning the tide against AIDS. The 
future of the epidemic will be shaped by their 
actions. Experience proves this. The few coun- 
tries that have successfully decreased national 
HIV prevalence have achieved these gains 
mostly by encouraging safer behaviour choices 
among young people. 


Young people are exposed to HIV in different 
ways. In high-prevalence, sub-Saharan Africa, 
the main mode of transmission is heterosexual 
intercourse. This region contains almost two- 
thirds of all young people living with HIV— 
approximately 6.2 million people, 75% of 
whom are female (UNAIDS, 2003.) In Eastern 
Europe and Central Asia, HIV prevalence 
among young people is rising rapidly due to 
drug injecting with contaminated equipment 
and, to a lesser extent, unsafe sex (see Figure 30 
and ‘Prevention’ chapter). 


High risk, high vulnerability 


A variety of factors place young people at the 
centre of HIV vulnerability. These include lack 
of HIV information, education and services; 
the gambles many must take in order to sur- 
vive; and the risks that accompany adolescent 
experimentation and curiosity. 


Young people (15-24 years old) living with HIV, 
by region, end 2003 


Sub-Saharan Africa 
62% 


Central Asia 
6% 


2% 


1% 


7% 


Total: 10 million 


Source: UNAIDS/UNICEF/WHO, 2004 
Figure 30 
Early sexual debut 


Most young people become sexually active in 
their teens, and many before their 15th birth- 
day. Factors such as increasing urbanization, 
poverty, exposure to conflicting ideas about 
sexual values and behaviour, and the break- 
down of traditional sexuality and reproduction 
information channels are encouraging premari- 
tal sexual activity among adolescents. 


Studies show that adolescents who begin sexual 
activity early are likely to have sex with more 
partners and with partners who have been 
at risk of HIV exposure. They are not likely 
to use condoms (WHO, 2000). In Kisumu, 
Kenya, 25% of sexually active young boys and 
33% of young girls said they had not used a 
condom during their first and subsequent 
sexual encounters (Glynn et al., 2001). Erratic 
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between 15 and 19 years old 
with HIV is five times higher 
than among adolescent males 


(Pisani, 2003) (see ‘Global 
Overview’ chapter). 


The higher biological vulner- 


gq 


ability of girls and women to 
HIV infection is one explana- 
tion for the growing numbers 
of young women _ infected 
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Figure 31 


condom use with regular and non-regular 
sexual partners was also reported in studies in 


Argentina, Korea and Peru (WHO, 2000). 


Gender disparities 


When the primary mode of HIV transmission 
is heterosexual, young women are the worst 
affected. The proportion of women living with 
HIV who are over 15 years old is 1.7 times 
higher in sub-Saharan Africa than in other 
regions (Population Reference Bureau, 2003). 
In Trinidad and Tobago, the number of women 


~ Colombia 
(2000) 


94 


with HIV. However, gender 
power imbalances, patterns of 
sexual networking, and age- 
mixing are important factors 
that tip the balance further 
against them. In sub-Saharan 
Africa, girls are having sex at an earlier age than 
boys (see Figure 31), and their sexual partners 
tend to be older. 


Peru 
(2000) 


Over 45 quantitative studies in sub-Saharan 
Africa on age differences between girls 15 to 19 
years old and their sexual partners show that 
many male partners are six or more years older 
(see box on page 95). Typically, girls in cross-gen- 
erational relationships have limited power to resist 
pressures to agree to unsafe sexual practices (Luke 
and Kurz, 2002). Abstinence before marriage may 
not be a successful strategy for these girls, because 
they marry early and their older husbands may 
already carry the virus. 
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Economics, sexuality and HIV in Africa 


Why do girls in sub-Saharan Africa oftentiave much older sexual partners? The most common explana- 
tion is that poverty and hardship drive girls into transactional sex with older men. However, a regional 
survey found that economic necessity is one of several factors. Many girls also sought out older men 
because they were viewed as good marriage partners or providers of a better life who could help the girls 
with education or work opportunities. Many reported that gifts of clothes, jewellery and perfume enhanced 
their self-esteem and their status among their peers (Luke and Kurz, 2002). 


Whatever the reasons, the UN Secretary-General’s Task Force on Women, Girls and HIV/AIDS in 
Southern Africa has found that both transactional sex and intergenerational sex have become the norm 
in many countries. For example, a study in Zimbabwe found that nearly 25% of women in their 20s are in 
relationships with men at least 10 years older (United Nations, 2003). It is also clear that these relation- 
ships are a major factor in the ‘feminization’ of AIDS in Africa. African men are expected to have many sex 
partners, and on average, those living with HIV became infected in their mid-to-late 20s. 


In comparison, girls generally form long-term sexual relationships with one partner. Despite this relative 
fidelity, many living with HIV were infected soon after they started having sex. A Zambian study showed 
that 18% of women who said they became sexually active within the last year were HIV-positive. In 
South Africa, 20% of sexually active girls between the ages of 16 and 18 were infected (Pisani, 2003). 
Intergenerational sex appears to be a driving factor in the epidemic in Southern Africa. These relation- 
ships are based on equations of power and economics that leave girls vulnerable to abuse, exploitation, 
violence and HIV. 


Coerced sexual relationships increasing, due to rapid social and political 


change, sharp declines in living standards, 
From a very early age, many young women wei. 
and an increase in regional heroin availability 


(UNDP, 2003). Young injecting drug users are 


particularly at risk, since they may not have the 


experience rape and forced sex. For example, 
20% of all young girls interviewed in Kisumu, 
Kenya, and Ndola, Zambia, said their first 
sexual encounter involved physical force 
(Glynn et al., 2001). Similarly, around 25% 
of 15—24-year-old girls in KwaZulu-Natal, 
South Africa said they had been ‘tricked’ or 


‘persuaded’ into their first sexual experience 


knowledge or skills to protect themselves from 
infection via contaminated injecting equip- 


ment (UNAIDS, 2003). 


Linking increased knowledge to 


(Manzini, 2001). Violent or forced sex can 
increase the risk of transmitting HIV because 
forced vaginal penetration commonly causes 
abrasions and cuts that allow the virus to cross 
the vaginal wall more easily. 


Injecting drug use: emerging threat 


In Central Asia and Eastern Europe, there is 
evidence that the age of initiation of inject- 
ing drug use is falling (Rhodes et al., 2002). 
Furthermore, overall drug use appears to be 
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behaviour change 


Knowledge and information are the first lines of 
defence for young people. Some countries have 
taken bold steps to address the AIDS informa- 
tion needs of young people, but this educa- 
tion is still far from universal. For instance, in 
sub-Saharan Africa, only 8% of out-of-school 
youth and slightly more in-school youth have 
access to prevention education. The equivalent 
figures for Eastern Europe and Central Asia 
are 3% of out-of-school youth and 40% of in- 


UNAIDS 


% 


60 


0 
Sub-Saharan Africa 


school youth; and for the Caribbean and Latin 
America, 4% and 38% respectively (Global 
HIV Prevention Working Group, 2003). One 
global study showed that 44 out of 107 coun- 
tries did not include AIDS in their school cur- 
ricula (Lopez, 2002). 


It is not surprising that data from 20 high- 
prevalence countries reveal that although most 
young people have heard of HIV and AIDS, 
they are mostly unable to recognize three mis- 
conceptions about HIV and to identify two 
prevention methods (see Figure 32). A recent 
survey in Egypt had similar findings. Most 
respondents had heard of AIDS and believed it 
to be a dangerous disease, but many had little 


additional knowledge. 


Access to AIDS information alone is no guar- 
antee of behaviour change, but education does 


Percentage of young women (15-24 years old) 
with comprehensive HIV and AIDS knowledge, by region, by 2003 


52 


MEMA kwa Vijana (‘good things for young 
people’ in Swahili) AIDS education project 
targeted 15—19-year-olds in 20 rural communi- 
ties (Obasi et al., 2003). The three-year effort 
substantially improved both knowledge and 
reported condom use among young people and 
will now be rolled out to 600 communities. 


Supportive environments 
A vital lesson learned by the MEMA kwa 


Vijana project was that changing the norms 
and beliefs of adults in the community, particu- 
larly among men, increased the effectiveness 
of youth-targeted, behaviour-change interven- 
tions. Programme and policy directions in 
several countries have been hampered by adult 
beliefs of what young people should be permit- 
ted to know. Many adults, including political 
leaders, still find it difficult to 
acknowledge the sexuality of 
young people, and they fear that 
sexual education will lead to 
promiscuity. 


However, various global studies 


37 


have consistently found little 
evidence that sex education 


23 


encourages sexual experimenta- 


tion or increased sexual activ- 


South & South-East Asia Latin America 


& the Caribbean 
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Sources: United Nations Development Programme (2002), Botswana AIDS Imp 
and Indicators Summary Report. Gaborone; UNICEF, Multiple Indicator Survey 
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have an impact. An analysis of 250 North 
American programmes found that among 
sexually active young people, AIDS educa- 
tion programmes were effective in decreasing 
the number of sexual partners and increasing 
condom use (Kirby, 2002). In Tanzania, the 


Eastern Europe 
& Central Asia 


act Survey (BAIS 2001): Survey Results 
(2000); FHI, Behavioural Surveillance 
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ity (Cowan, 2002). Successful 
young people's AIDS and sexual 
health education initiatives have 
worked to allay the fears of 
adults by taking into account 
social norms, cultural practices, 
gender roles and expectations. 


In Haiti, the Fondation pour la santé reproduc- 
tive et leducation familiale (‘Foundation for 
reproductive health and family education’) 
has dramatically increased the use of AIDS 
reproductive health services for young people 
through a multifaceted approach that builds 
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Mass media, HIV prevention and youth 


Mass media are increasingly important in most young people’s lives, and in many countries they represent 
excellent channels through which to reach youth with HIV prevention messages. Research has shown 
that media campaigns are most effective when combined with local education efforts. 


To encourage delays in sexual initiation, a mass media campaign in Jamaica uses a targeted, age-based 
approach to encourage young people. For 10—12-year-olds, abstinence messages are the focus. Children 
between 13 and 15 years of age are targeted with self-awareness and abstinence messages; older youth 
are targeted with information on protection from pregnancy, HIV and sexually transmitted infections. 


In South Africa, a survey found that the innovative media approaches and messages of ‘loveLife’, the 
national young people’s HIV prevention programme, have been helpful in breaking down social taboos 
regarding adolescent sexuality, promoting responsible sexual behaviour and increasing use of compre- 
hensive health services. Working through 900 government-run clinics to promote youth-friendly health 
services, ‘loveLife’ has ‘Y-Centres’ or youth centres that provide HIV education and sexual health services 
in a recreational environment. 


MTV Networks International’s 2003 version of the Staying Alive campaign, conducted in partnership with 
UNAIDS, the World Bank and many others, reached 942 million households in some 171 countries. The 
television programmes and concerts promoted favourable HIV-prevention attitudes, knowledge and skills 
among young people. These programmes further formed the basis of in-depth campaigns launched in 
local areas across the globe. For example, Family Health International used the same television campaign 
to help build a national media campaign in Senegal (Family Health International, 2003). 


from infection. Access to confidential health 
services and condoms, and protecting the rights 


a support network among peers, parents and 
educators. Support from these ‘gatekeepers’ 
is a vital strategy that has also succeeded in _— of young girls, are also required to lower HIV 


breaking down social resistance in Cameroon, prevalence among young people. 


Madagascar and Rwanda. For example, in Uganda, political commit- 


: ment and active community mobilization led 
eaieator denon to a dynamic youth movement concerned with 
AIDS. Between 1990 and 2000, HIV preva- 
lence among pregnant teenagers (15—19 years) 
in Kampala fell from 22% to 7%. Delayed 
sexual debut, reducing the number of partners 
and increased condom use were all significant 


factors in this success (Cohen, 2003; UNICEF/ 
UNAIDS/WHO, 2002). 


Young people are especially vulnerable to HIV, 
but they are also our greatest hope for changing 
the course of the AIDS epidemic. When young 
people are given appropriate tools and support, 
they can become powerful agents for change. 
Nothing short of a comprehensive HIV pre- 
vention strategy for young people is required. 


Early sexual debut, transgenerational sex and 
gender disparities highlight the fact that educa- 


tion alone will not protect the world’s youth 


oH 


In a world with AIDS, many young people's 
life choices easily vanish. The AIDS agenda for 
young people needs to translate the 2001 UN 


UNAIDS 


Declaration of Commitment on HIV/AIDS 


into concrete actions. These include: 


Creating a supportive environment so 
young people can obtain HIV and repro- 
ductive health information, education and 
services. Policies and laws need to ensure 
that available resources focus on advancing 
young people's rights to health care and on 
reducing all discriminatory structures and 
practices. 


Reaching those who influence young 
people. Parents, extended families, teach- 
ers, political and community leaders and 
celebrities are strong influences on young 
people. When their mentors act as positive 
role models and provide safe environments, 
meaningful relationships and space for self- 
expression, young people take the initiative 
for responsible behaviour. 


Placing young people at the centre of 
the response. There is no age restriction 
for leadership. Young people are assets, 
not liabilities; their voices need to be heard 
and their talents cultivated so they can be 
instruments for change. 
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Mobilizing the educational system to 
become a vehicle for a comprehensive 
prevention and care programme for 
school-age youth. 


Mainstreaming HIV prevention and 
AIDS care for young people into other 
sectors. Young people are often interested 
in religion, workplaces, sports and the 
media» These sectors can be used to pro- 
vide information and services. 


Addressing gender inequalities by 
improving young girls’ opportunities to 
obtain education and skills training, by 
protecting their rights, and by boosting 
their income-earning prospects. There 
is also a need to change the damaging 
concepts of masculinity that define boys’ 
lives—and negatively affect those of girls 
and women. Authorities need to clearly 
transmit the message that sexual exploi- 
tation of and violence against young girls 
and boys are unacceptable. 


Opening dialogue on sensitive issues. 
Adults and young people need to work 
together on adolescent sexuality, sexual 
health education, sexual violence and abuse, 
gender roles and traditional practices. 4 
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Treatment, care and 
support for people 
living with HIV 


; 


UNAIDS 


Treatment and care for women and girls 


Biology matters 


HIV affects men and women in different ways, and women’s immune systems may respond differently to the virus (Farzadegan et al., 
1998). On top of the many HIV-related diseases and ailments suffered by both sexes, HIV-positive women have a higher incidence of 
cervical cancer than women without the virus. When women are on antiretroviral treatment, they may experience stronger side effects. 
Studies suggest female hormones may play a role, as may the fact that both sexes take the same size dose of drugs, even though the 


average woman weighs less than a man (Project Inform, 2001). 


Despite these differences, when treated equally, the differences between men and women’s survival rates disappear. Unfortunately, 
in most parts of the world, the social and economic power imbalances between men and women raise fears that women are being 
denied equitable and timely access to treatment options. 


Targets and obstacles 


In many countries, prevailing gender attitudes mean women and girls are the last priority for health care. Husbands and elders often 
decide whether to spend family resources on health care, or whether a woman can take time away from her household duties to visit 
a health centre. AIDS has further complicated this situation. When male and female family members are HIV-infected, and resources 
are limited, addressing male treatment needs often comes first. 


To reflect the global distribution of HIV by sex, which is nearly 50-50, women should constitute at least half of the millions of people in 
low- and middle-income countries expected to gain access to antiretrovirals in coming years. To account for regional differences (such 
as in sub-Saharan Africa, where women account for 57% of HIV infections), countries need to set national treatment targets based on 
the epidemic’s sexual distribution. Furthermore, communities need to overcome barriers to women being tested for HIV, including the 
risk of violence they may face if they are found to be HIV-positive. 


Adolescent girls face strong obstacles to gaining access to treatment. In many countries, they are at the highest risk of HIV due to 
gender power imbalances, early marriages, sexual violence, and intergenerational sex. Yet, they have the least power to demand 
treatment. They also often face legal barriers such as age-of-consent laws. These laws are meant to protect young people, but they 
may also deny them the ability to make important life decisions (Center for Health and Gender Equity, 2004). 


Ensuring gender-sensitive access to treatment 


Recently, the Center for Health and Gender Equality proposed essential elements for gender-sensitive access to AIDS treatment 
(Center for Health and Gender Equality, 2004). These include ensuring that: 


¢ eligibility criteria reflect both biomedical and socioeconomic vulnerabilities—Treatment eligibility should consider factors 
such as the inequality in social status of many women and girls, as well as CD4 cell counts. 


° eligibility criteria do not discriminate against women depending on their pregnancy status, nor focus on women only 
in relation to their pregnancy—Non-pregnant women and adolescent girls should not be neglected during efforts to expand 
access to services that prevent mother-to-child transmission. 


¢ criteria and processes for expanding access to treatment are transparent and accountable to communities in question. 


e drug adherence programmes are gender-sensitive—A service's hours of operation and Staffing need to consider a woman's 
work and domestic schedules or responsibilities, as well as her need for privacy and dignity when accessing care. 


* sound efforts are made to achieve quality of care and an end to bias within health-care systems—In many places, health- 
care infrastructure and procedures need to be improved to provide safe, comprehensive and sustained treatment. At the same 


time, health-care providers must model gender-sensitive behaviour and not perpetuate gender bias, even if it is rampant in the 
wider community. 


In Botswana and South Africa, treatment programmes raise hopes that gender equity can be achieved. Both have observed that 
women outnumber men in gaining access to scaled-up treatment services. Various reasons may exist for this. Both programmes have 
strong roots in efforts to prevent mother-to-child transmission of HIV that do not target men. Also, it may be that general experiences 
with antenatal, maternity and child-related public health care make women more comfortable with accessing AIDS-related health serv- 
ices. It is still unclear whether the experiences of these programmes can be replicated in other acutely affected countries, especially 


those where public-health infrastructure is less developed and where women face greater obstacles iN gaining a 
ccess 
health care (Fleischman, 2004). g g g to general 
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The global community is at a crossroads in expanding access to HIV treatment and care. Never 
before have the opportunities been so great: unprecedented political will in countries; unprec- 
edented financial resources to fund treatment, care and support; and unprecedented affordability of 


medicines and diagnostics. 


Figure 33 


Despite these extraordinarily positive con- 
ditions, access to antiretroviral treatment 
and other HIV-related disease care remains 
abysmally low. Five to six million people in 
low- and middle-income countries need anti- 
retroviral treatment immediately. However, the 
World Health Organization (WHO) estimated 
that only 400 000 people at the end of 2003 
had access to it. This means that nine out of ten 
people who urgently need HIV treatment are 
not being reached. 


Scaling up treatment and care 


Nevertheless, the global movement to scale 
up access to HIV treatment has made critical 
gains during the past several years. In endors- 


ing the 2001 Declaration of Commitment on 
HIV/AIDS, all UN member states pledged 
to progressively provide the highest attainable 
standard of treatment for HIV-related disease, 
including antiretroviral therapy. Most countries 
with national AIDS plans have incorporated 
antiretroviral treatment into them and have set 
specific antiretroviral treatment coverage tar- 
gets. Meanwhile, UNAIDS and other partners 
have developed tools to measure progress and 
promote accountability in achieving this goal, 
and are actively monitoring and evaluating the 
situation in countries. 


Globally, governments, the UN system, bilat- 
eral donors, the Global Fund to Fight AIDS, 
Tuberculosis and Malaria and civil society are 
increasingly focusing on treatment and care 
as part of their commitment to scaling up the 
global HIV response. For example, the World 
Bank’s Multi-country AIDS Programme, 
which amounts to US$ 1 billion for Africa and 
US$ 155 million for the Caribbean, is allow- 
ing governments and other beneficiaries to use 
World Bank funds flexibly for HIV treatment, 
including for procuring medicines, strengthen- 
ing health system infrastructures and training. 


In May 2004, the Bank agreed to allocate 
US$ 60 million threugh a new Treatment 
Acceleration Programme to scale up treatment 
in three pilot countries: Burkina Faso, Ghana 
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Progress update on the global response to the AIDS epidemic, 2004 
Less than one in ten people who need antiretroviral therapy receive it 


An estimated five to six million people in low- and middle-income countries will die in the next two years if they do nol receive 
antiretroviral treatment. As of December 2003, only an estimated 400 000 people in these regions were obtaining it. 

On average, 80% of responding countries reported having a policy in place to ensure or improve access fo HIV-related 
drugs. However, in reality, it is estimated that access to antiretroviral treatment is below 10% in every region except the 
Americas. 

Several South American countries have universal coverage for antiretroviral therapy, including Argentina, Brazil, Chile, Cuba, 
Mexico and Uruguay. Several others cover about two-thirds of people in need, including Barbados, Colombia, Costa Rica 
and Paraguay. 

In sub-Saharan Africa, an estimated 4.3 million people need AIDS home-based care, but only about 12% receive it. In South- 
East Asia, coverage drops to 2%. 

In South America and Eastern Europe, most patients receive at least the essential package of care services recommended 
by WHO and UNAIDS. In Africa and Asia, only one-third of people receive at least the essential package. 


Source: Progress Report on the Global Response to the HIV/AIDS Epidemic, UNAIDS, 2003; Coverage of selected services for HIV/AIDS pre- 
vention and care in low- and middie-income countries in 2003, UNAIDS/USAID/WHO/CDC and the Policy Project, 2004. 


and Mozambique. Meanwhile, the Global | Low- and middle-income countries are also 
Fund to Fight AIDS, Tuberculosis and increasingly allocating funds from national 
Malaria’s HIV-related grant monies mean that budgets and debt relief to support treatment 
700 000 people will be able to gain access to _ services. For example, in 2003-2004 Cameroon 
antiretroviral treatment (Global Fund to Fight allocated over US$ 30 million in debt relief 
AIDS, Tuberculosis and Malaria, 2003). About under the Highly Indebted Poor Countries 
80% of the Fund’s HIV/AIDS and integrated Initiative to support AIDS programmes—most 


of the money went to care activities. Meanwhile, 
South Africa’s national AIDS care plan is based 
largely on domestic financing. 


HIV/Tuberculosis approved proposals include 
provisions for strengthening antiretroviral pro- 
grammes and procuring HIV medicines. 


Bilateral donors are increasingly open to sup- The private sector 
porting care and treatment if they are part of 


comprehensive AIDS plans linked to broader 
national development plans. The United 
States of America has launched the President’ 
Emergency Plan for AIDS Relief which includes 
the goal of reaching two million people with 
HIV treatment in priority countries in Africa 
and the Caribbean. France and seven other 


Private sector efforts are also increasing. 
Advocacy to set up prevention and treatment 
programmes in the workplace has been mainly 
led by businesses themselves. Under the lead- 
ership of Ambassador Richard Holbrooke, 
the Global Business Coalition on HIV/AIDS 
has grown to include 145 major business 
corporations. Many of these companies and 
other large and small enterprises are establish- 
ing HIV treatment programming for their 
employees as called for by the International 
antiretroviral programmes in several low- and Labour Organization (ILO). These companies 
middle-income countries. include Anglo American (see box on page 103), 


countries have initiated a ‘twinning’ project 
called Ensemble pour une solidarité thérapeu- 
tique hospitaliére en réseau to help support 
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Anglo American and AngloGold—providing antiretroviral 
treatment to miners in Southern Africa 


Over the past 16 years Anglo American has implemented a comprehensive response to HIV and AIDS 
including non-discrimination, prevention, testing and care. From mid-2002 through 2003, the company 
initiated an antiretroviral treatment programme, one of the largest global employer-based HIV treatment 
initiatives, with over 1100 employees receiving treatment by January 2004. To accelerate providing com- 
prehensive HIV services in government primary care clinics located in their communities, Anglo American 
is extending HIV services beyond the workplace through partnerships with ‘loveLife’ and other community- 
based organizations. 


In November 2002, AngloGold, a large gold mining company, also recognized that human and economic 
factors justify investing in HIV workplace programmes, and extended its programme for HIV-positive 
employees to include antiretroviral treatment. Treatment activists and commentators in South Africa 
have applauded these initiatives. However, they stress it is also important to provide treatment to other 
HIV-positive family members in order to avoid inequity in treatment access within families and to ensure 


women and children can obtain treatment for HIV-related disease. 


DaimlerChrysler (automobiles), Eskom (utili- 
ties), Lafarge (cement), Royal Dutch/Shell (petro- 
leum) and Heineken (beer). Tata Steel in India and 
ChevronTexaco in Nigeria are also expanding 
treatment services within their companies and 
wider communities. 


In March 2004, the Accelerating Access Initiative 
(a public-private partnership of six research- 
based pharmaceutical companies and the UN) 
reported that the quantities of antiretroviral 
medicines from these companies supplied to 


Africa doubled in the last six months of 2003. 


Falling antiretroviral prices 


In recent years, the prices of antiretroviral 
medicine have fallen dramatically; a major 
development that has helped to make wider 
treatment access possible. In 2000, the price 
of a first-line WHO-recommended combina- 


tion antiretroviral regimen to treat one patient 
for one year was between US$ 10 000 and 
US$ 12 000 on world markets. Several factors 
converged to help bring down prices—includ- 
ing advocacy by people living with HIV and by 
world leaders. By early 2002, generic competi- 
tion and the practice of differential pricing by 
pharmaceutical companies had contributed to 
dramatic price reductions, particularly for low- 
income countries. The price for certain generic 
combinations dropped to US$ 300 per person 


per year. 


The William J Clinton Presidential Foundation 
has played a critical catalytic role in planning 
in individual countries and in engaging generic 
drug manufacturers from India and South 
Africa in moves to lower prices. By the end 
of 2003, it announced that it had negotiated 
antiretroviral prices as low as US$ 140 per 


Equitable access to affordable medicines—the power of advocacy 


“People no longer accept that the sick and dying, simply because they are poor, should be 
denied drugs which have transformed the lives of others who are better off.” 
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—Kofi Annan, Secretary-General of the United Nations 
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person per year (less than US$ 0.50 per day) 
under certain conditions. These preferential 
prices for generics are available for WHO- 
recommended, first-line regimens in countries 
in which the Foundation is working in Africa 


and the Caribbean. 


Recently, the Clinton Foundation has offered 
the same prices for antiretroviral procure- 
ment to the United Nations Children’s Fund 
(UNICEF) and to World Bank and Global 
Fund beneficiaries. These are important 
advances, but antiretroviral prices remain 
extremely high in a number of middle-income 
countries, including Russia, Serbia and other 
Central and Eastern European countries. The 
price offered by pharmaceutical companies for 
WHO-recommended, second-line regimens is 


also high, exceeding US$ 1000 per person per 


year—even in low-income countries. 


Meanwhile, cooperation continues to increase 
between countries with antiretroviral medi- 
cine manufacturing capacity and countries 
wishing to set up local production facilities. 
Brazil, India, Thailand and several large 
African countries recently signed cooperation 
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agreements. Then, at a January 2004 WHO 
meeting, they and other low- and middle- 
income countries agreed to cooperate with 
European and North American industrialized 
countries. Together, they will jointly promote 
and undertake antiretroviral production tech- 
nology transfer to low- and middle-income 
countries interested and able to create local 
production capacity. 


In sub-Saharan Africa, many more countries 
say they intend to set up their own produc- 
tion facilities. These include Ethiopia, Kenya, 
Mozambique, Nigeria, Tanzania, Uganda and 
Zambia. South Africa already launched its first 
antiretroviral drug in August 2003. All have 
plans to start manufacturing generics some- 
time during 2004-2005 (Dummett, 2003). 


Treatment and prevention: mutually 
reinforcing 


Some people oppose scaling up treatment with 
prevention-versus-treatment ‘cost-effectiveness’ 
arguments. But cost-effectiveness analyses com- 
paring HIV prevention and treatment provide 
a simplistic and outdated view that prevention 
should be funded to the exclusion of treatment, 


merely because prevention programmes may be 
> 
cheaper. 


In July 2003, the World Bank concluded 
that most studies underestimate the long- 
term impact of the epidemic, and that AIDS 
can cause far greater long-term damage to 
national economies than previously assumed. 
The Government of Brazil has estimated that 
antiretroviral treatment has resulted in savings 
of about US$ 2.2 billion in hospital care that 
would have otherwise been required by people 
living with HIV. The government says antiret- 
roviral treatment has contributed to a 50% fall 
in mortality rates, a 60-80% decrease in mor- 
bidity rates and a 70% reduction in hospitaliza- 
tions among HIV-positive people. 


Cost-effectiveness analyses pitting prevention 
against treatment ignore the mutually reinforc- 
ing synergy of integrating these interventions. 
Ultimately, there is no arbitrary threshold at 
which treatment can be valued. No nation hit 
by an expensive security breach would refrain 
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from correcting it on the grounds that it would 
be cheaper to prevent future breaches. It would 
deal with the breach and take preventive mea- 


sures. So it should be with AIDS. 


Widespread access to antiretroviral treatment 
could bring millions of people into health- 
care settings, providing new opportunities for 
health-care workers to deliver and reinforce 
HIV prevention messages and interventions. 
Doctors, nurses and community health work- 
ers should be trained to integrate risk reduction 
promotion into antiretroviral adherence sup- 
port. Simultaneous and aggressive expansion of 
both HIV prevention and AIDS treatment in 
a truly comprehensive approach can halt and 
begin to reverse the epidemic. 


Antiretroviral medicines in resource- 
limited settings 


With unprecedented opportunities now in 
place for scaling up treatment, it is almost uni- 
versally agreed that antiretroviral medicines can 


The link between prevention and care 


The belated focus on AIDS treatment is highlighting the synergies between many aspects of prevention 

and treatment. For example, the fact that antiretroviral drugs are becoming more available means that 

more people are seeking voluntary counselling and testing and finding out their HIV status. Both treatment 

and prevention are needed simultaneously for a successful response. 

® {In South Africa, a health survey conducted after the start of Médecins Sans Frontiéres’ antiretroviral pro- 
gramme in Khayelitsha found that, of eight sites reviewed, the Khayelitsha township had the highest level 
of condom use, willingness to join AIDS clubs, and willingness to be tested for HIV (WHO, 2003b). 


® {n Masaka, Uganda, a voluntary counselling and testing unit that had closed its doors for lack of clients 
was rehabilitated in 2002 at the same time an antiretroviral programme began on the same hospital 
premises. Attendance soared. By February 2003, a total of 5060 clients had received voluntary coun- 
selling and testing—a 17-fold increase on 2000 (Mpiima et al., 2003). 


@ Inthe first year of the HIV Equity Initiative, an antiretroviral programme run by Partners for Health in Cange, 
Haiti, demand for voluntary counselling and testing increased more than threefold (WHO, 2003a). 

® Asurvey of 700 HIV positive people in Céte D'Ivoire in 2000 indicated that those with access to antiretroviral 
treatment were more likely to use condoms during sex than those without access (Moatti et al., 2003). 


UNAIDS 


be delivered safely and effectively in resource- 
limited settings. Beginning with the UNAIDS 
Drug Access Initiative in 1997 in Abidjan and 
Kampala, and then from Africa to Asia to the 
Caribbean, one after another, small-scale pilot 
projects have demonstrated programme effec- 
tiveness and safety. 


Civil society has long been at the forefront 
of delivering HIV treatment. The Catholic 
Church reports that it delivers 26% of health 
care globally, and other faith-based groups 
are increasingly active in providing HIV care. 
(NGOs) 
have been treatment pioneers. They include 
Haitis Zanmi Lasante (Partners in Health), 
San Eguidio in Mozambique, and international 
campaigners such as Médecins sans Frontiéres 
(see box on page 107). They have stimulated 
the energies and commitment of the interna- 
tional community, and have taught valuable 
lessons. 


Nongovernmental organizations 


Many countries, including those with high 
HIV prevalence or with emerging epidem- 
ics in large populations, have already been 
mobilizing in response to the HIV treatment 
gap. Several countries in Latin America and 
the Caribbean now offer universal coverage for 
antiretroviral treatment, including Argentina, 
Barbados, Chile, Costa Rica, Cuba, Mexico and 
Uruguay. Bahamas and Guyana are advancing 
towards universal access. Brazil is engaged in 


106 


a South-South cooperation programme with 


Bolivia and Paraguay to achieve universal access 
in those countries. Other countries that have 
made substantial progress include Botswana 
and Senegal. However, Brazil remains the only 
country with a large population to achieve uni- 
versal access to AIDS treatment. 


In Asia, as of November 2003, the national 
AIDS programmes in only two countries— 
India and Thailand—offered both first- and 
second-line treatment regimens. Only three 
others—Indonesia, Nepal and Sri Lanka—pro- 
vided at least one first-line treatment regimen. 
The challenge now is to show that nationwide 
treatment programmes can be made available 
to millions of people in other low- and middle- 
income countries. 


For development planners, the AIDS epidemic 
is a global public health emergency. Life expec- 
tancy of people with HIV is plummeting and 
the epidemic of infection is rapidly transform- 
ing into one of disease and death. Therefore, 
emergency approaches are needed to counter- 
act the gradual approach to development that 
is often traditional to the health sector. At the 
same time, it is critical that expanded antiretro- 
viral treatment coverage does not signal a return 
to disease-specific approaches to health care, 
but rather systematically builds and strengthens 
health systems across the board. 
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Médecins sans Frontiéres: pioneering HIV treatment in low- and 


middle-income countries 3 


Since the early 1990s, Médecins sans Frontiéres has been caring for people living with HIV in low- and 
middle-income countries. Its first antiretroviral treatment programmes began in 2001. As of April 2004, 
approximately 13 000 people were on treatment in 42 of its projects in 19 countries in Africa, Asia and Latin 
America. The organization has been scaling up its programmes rapidly: from 1500 people in 10 countries 
in mid-2002, to a projected 25 000 in 25 countries by the end of 2004. At the same time, Médecins sans 
Frontieres is sharing lessons learned through its diverse treatment experience. These lessons include: 

@ ‘one pill twice a day'—adhering to treatment needs to be made as easy as possible; 80% of the 

organization's patients are on a WHO-recommended, triple fixed-dose combination. 


‘decentralize and adapt’—Meédecins sans Frontiéres operates in areas with limited infrastructure and 


personnel. So, it uses mobile treatment clinics, delegates basic patient care to nurses and community 
health workers, and often begins treatment on the basis of a positive HIV test and clinical assessment 


by trained staff. 


‘available to the poorest(—cost should never be a barrier to treatment, and treatment will therefore 


have to be free for most people in the poorest countries. 


‘price matters’—the lower the price of medicines, the higher the number of patients who can be treated. 


‘involve the community’—community engagement helps to raise treatment and prevention adherence, 


and to break down the taboo surrounding HIV. 


HIV 


prevention and treatment programmes, and 


Voluntary counselling and _ testing, 
sexual and reproductive health services need 
to be effectively integrated and form part and 
parcel of primary health services. An excellent 
example of prevention-treatment integration 
is provided by mother-to-child transmission 
prevention programmes that also include anti- 
retroviral treatment for mothers who need it, 


both during and after pregnancy. 


At the XIVth International Conference on 
HIV/AIDS in Barcelona, Spain in 2002, key 
participants set a global target of expanding 
antiretroviral treatment to three million people 
in low- and middle-income countries by the end 
of 2005. UNAIDS Secretariat, WHO and other 
partners concluded that this target was feasible 
if sufficient funds were raised and other mea- 
sures taken. These 3 million people are among 
those who will die within two years if they do 


not receive antiretroviral treatment now. 
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Shortly after the Barcelona conference, addi- 
tional steps were taken by the international 
community to mobilize around this target. 
This included establishing a global partnership 
of organizations working for expanded treat- 
ment access: the International HIV Treatment 
Access Coalition. The coalition grew to more 
than 120 members, but proved to be unsustain- 
able as a vehicle for coordinating international 
community support. 


The ‘3 by 5’ Initiative 


In September 2003, a crucial development 
occurred at the second UN General Assembly 
Special Session on HIV/AIDS. The Director- 
General of the World Health Organization and 
the Executive Director of UNAIDS declared the 
lack of treatment in low- and middle-income 
countries a global public health emergency and 
launched the ‘3 by 5’ Initiative. They appealed 
to the global community to bridge the treat- 
ment gap, calling it one of the greatest human 
rights and public health crises of our times. 


UNAIDS 


On World AIDS Day 2003, WHO took 
another important step, the announcement of 
its ‘3 by 5’ Initiative. In the “3 by 5’ context, 
WHO and UNAIDS have urged partners, 
including NGOs and the private sector, to join 
in mobilizing support to governments for scal- 
ing up treatment programmes in countries. 


This ‘3 by 5’ Initiative is an interim target, part 
of a global movement to mobilize support for 
vastly expanded—and ultimately universal— 
treatment access. Since its launch, many coun- 
tries have announced, reconfirmed, or stepped 
up their commitments to bringing HIV treat- 
ment to their people who need it. To date, 
some 40 countries have formally said they wish 
to participate in the Initiative. With support 
from UNAIDS, WHO is seeking resources to 
expand the technical support that it can offer to 
countries in scaling up treatment programmes. 
As of June 2004, the governments of Canada, 
Sweden and the United Kingdom together 
with allocations from the UNAIDS Unified 
Budget and Workplan had provided important 
financial support for WHO to carry out its 
‘3 by S’ strategy. 


The strategy 
The WHO strategy, Treating 3 million by 2005— 


Making it happen, includes a clear commitment 
by WHO to act in an urgent manner; involve 
people living with HIV in a central role; work in 
partnerships; safeguard equity and human rights; 
ensure sustainability for lifelong care; and make 
certain the Initiative is complementary with 
existing services. “3 by 5’ will enshrine coun- 
try ownership—the overriding feature of the 
‘Three Ones’ approach initiated by UNAIDS 
(see ‘National Responses’ chapter). WHO’s 
strategic framework contains 14 key elements 
which fall into five ‘pillars’: global leadership, 
strong partnership and advocacy; urgent, sus- 
tained country support; simplified, standard- 


ized tools for delivering antiretroviral therapy; 
effective, reliable supply of medicines and diag- 
nostics; and rapidly identifying and reapplying 
new knowledge and successes. 


Global leadership, strong partnership 
and advocacy 


The most vital work of “3 by 5’ is happening in 
countries and communities. But global leader- 
ship and alliances among international par- 
ticipants help create the conditions for success. 
Partnership is essential to making the Initiative 
work. The target of ‘3 by 5’ and the longer- 
term goal of universal access far outstretch the 
capacities of any single organization. Innovative 
collaborative mechanisms are now being built 
that link national governments, international 
organizations, the private sector, civil society 
groups and communities. 


A fundamental principle of ‘3 by 5’ is that 
people living with HIV need to play a central 
role in designing, implementing and moni- 
toring antiretroviral treatment programmes. 
Involving infected people in treatment-related 
activities contributes to reducing stigma and 
to making programmes more effective (Farmer 
et al., 2001). But stigma continues to be an 
obstacle to recruiting people living with HIV to 
work in antiretroviral programmes. Therefore, 
massive and creative efforts to combat stigma 
are required to create the supportive environ- 
ment necessary for people living with HIV to 
play their full role in treatment scale up. 


At the global and multilateral level, key part- 
ners supporting action in countries include 
international associations of treatment activ- 
ists and treatment providers; WHO and other 
UNAIDS Cosponsors including the World 
Bank's Multi-country AIDS Programme; and 
the Global Fund to Fight AIDS, Tuberculosis 


and Malaria. To scale up country antiretroviral 
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Lack of health workers: a key impediment to antiretroviral 
programme success | 


The number of health workers available? including health administrators and training staff, is critical to 
country capacity to deliver services. Often health personnel have received no in-service training or even 
basic information about HIV and AIDS. According to a recent report, China has fewer than 200 doctors 
with any specialist skills in diagnosing and treating AIDS opportunistic infections. 


In countries hard-hit by AIDS, research suggests that lack of health-worker capacity is a serious problem 
for all programmes, but particularly for those that plan to distribute antiretrovirals widely. For example, in 
Tanzania, the size of the health workforce must triple in order to deliver priority interventions to most of the 
population by 2015. In Chad, it must quadruple. In Botswana, health officials say that achieving universal 
coverage of antiretroviral treatment alone would require doubling the current nurse workforce, tripling the 
number of physicians and quintupling the number of pharmacists. 


Unfortunately, in countries most affected by AIDS, health staff vacancy rates are extremely high. In 1998, 
Ghana had a vacancy rate of 43% for physicians in public facilities; in Malawi it was 36%. In 1998, Lesotho 
reported its public sector nurse vacancy rate was 48%, Malawi's was 50% in 2001. Another problem is 
that health workers are not evenly distributed in a country. In Tanzania, the nurse-per-100 000 population 
ratio in urbanized Dar es Salaam is 160, but in the rest of Tanzania there are districts with a ratio of fewer 
than 6 nurses per 100 000. Of course, this problem is not confined to countries with high HIV prevalence. 
In Nicaragua, approximately 50% of the country’s health workers are concentrated in the capital city, 
Managua, where only 20% of the population lives. 


Migration is a key reason that health workforces are shrinking in low-income countries. Better wages and 
benefits, career opportunities and active recruitment attract health workers with internationally-accepted 
degrees to industrialized countries. In Zambia, more than 600 doctors have been trained since indepen- 
dence, but only 50 remain in the country. More than 50% of physicians trained in Ghana during the 1980s 
practise abroad. The UN has estimated that 56% of all migrating physicians flow from low- and middle- 
income to industrialized countries, while only 11% flow in the opposite direction. The imbalance is even 
greater for nurses. Finally, far greater efforts must be made to improve working conditions and incentives 
for health and social service workers in rural areas. 


treatment access, these partners are linking 
with key bilateral initiatives, including the 
United States Presidents Emergency Plan for 
AIDS Relief, the European Union and the 
United Kingdom's Call to Action on AIDS 
led by its Department for International 
Development, as well as efforts by other 
donors and the private sector. 


Strengthening country capacity 


When countries align their national AIDS 
treatment goals to the ‘3 by 5° Initiative, many 
request collaboration with WHO and its part- 
ners. During early 2004, special WHO missions 
worked with countries, international partners, 


health authorities and stakeholders to support 
national plan development and funding request 
preparation, and other activities to scale up anti- 
retroviral treatment implementation. 


For example, in conjunction with ‘3 by 5’, 
Zambia raised its 2005 treatment target from 
10 000 to 100 000. Kenya announced a similar 
increase. But achieving these ambitious targets 
requires overcoming major implementation 
obstacles. The challenges are enormous: the 
health services of many countries have been 
badly undermined by inadequate investment 
over decades, and by the burden of AIDS itself 
(UNAIDS, 2003a). Virtually everywhere, the 
number of available health sector personnel 
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is too low to meet the needs (see ‘National 


Responses’ chapter). 


If obstacles are not addressed systematically, 
expanding antiretroviral treatment on a mas- 
sive scale will remain merely an aspiration; it 
could also drain staff away from elsewhere in 
the health-care system. On the other hand, 
‘3 by 5° can play a catalytic role in drawing 
new personnel into health work. Key actions 
to increase staff include: intensified recruit- 
ment and training of new and existing staff; 
improving conditions of employment in the 
public sector; reassessing job specifications 
and tasks; and addressing ‘brain drain’ from 
poor countries, including providing incentives 
for attracting nationals home from abroad. 
Another possible solution is recruiting national 
and international volunteers to address urgent 
service delivery gaps. 


One way to bridge the health staff gap is to 
actively train and involve community mem- 
bers. Successful pioneering antiretroviral pro- 
grammes based in communities in Haiti, South 
Africa, Uganda and elsewhere have shown that 
community health workers can take on signifi- 
cant responsibilities in counselling, psychosocial 
support to patients and their families, adherence 
support, nutritional support, home care and 
palliative care and monitoring patients for drug 
toxicity and clinical failure. To be successful, 
community members require good training and 
ongoing support, as well as clear mechanisms 
for communicating and collaborating with 
other members of the health-care team. 


Simplified, standardized tools 


Reducing complexity is a major factor in accel- 
erating the roll-out of treatment in areas with 
weak health-care systems and severe shortages 
of trained health professionals. The streamlined 
guidelines of ‘3 by 5’ have cut the number of 
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recommended first-line treatment regimens 
from 35 to four. Regimens are simple and pills 
are fewer, and the four combinations cover a 
variety of circumstances including co-infection 
with tuberculosis, and pregnancy. 


Twice-a-day regimens also help patients adhere 
to treatment, resulting in more people remain- 
ing healthier, regimens working longer, and 
opportunities for drug-resistant viruses to be 
reduced. Just as rapid HIV tests need to be a 
key feature of voluntary counselling and testing 
roll-out (see ‘Prevention’ chapter), so must lab- 
oratory testing and diagnostic tools to monitor 
the health of people on treatment be simplified 
and made more readily available to the poor- 
est populations. In the interim, the fact that 
sophisticated monitoring tests such as viral load 
tests are not currently available in resource-poor 
settings 1s not cause to delay scaling up. 


Effective, reliable supply of medicines 
and diagnostics 


Maintaining a reliable, affordable supply of 
quality medicines and diagnostics is one of 
the greatest challenges countries face in scaling 
up. UNICEF, the Dutch NGO International 
Dispensary Association and others are already 
experienced in procuring antiretrovirals for 
low-income countries. To provide expanded 
country support, WHO is creating the AIDS 
Medicines and Diagnostics Service to be 
undertaken jointly with UNAIDS, UNICEF 
the World Bank and other UN partners. It 
will serve as an information clearinghouse 
to help countries gain access to quality anti- 
retroviral medicines and diagnostic tools at 
the best prices, including through providing 
information on forecasting need and demand, 
Prices, sources, patents, customs and regula- 
tory matters. The Service will also provide 
information on quality through its links with 
WHO's quality assessment programme—the 
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The commitment to equity must be more than window-dressing 


How can we ensure that we make fair decisions about where to locate services and which patients to 
serve first? In the face of limited resources, ensuring that access to antiretroviral treatment is truly fair and 
equitable involves making the right choices: how and where to spend the money to set up services, and 
who gets priority for treatment among those within reach of facilities. There is no single formula for making 
such choices, but selecting people fairly requires an equitable deliberative process involving various levels 
of decision-making in society. The process of decision-making should be guided by the following key 


principles and be: 
fe) 
@ impartialto avoid conflicts of interest; 
® 
) 


their well-being; 


situational factors; 


inclusive—to involve a wide range of participants representing all interest groups; 


transparent—to ensure that the criteria set and rationales for treatment eligibility are open to scrutiny; 
public—to satisfy people’s basic need to know the grounds for decisions that fundamentally affect 


relevant—to ensure stakeholders can agree that priorities are based on appropriate and pertinent 


@ revisable—to allow for changing decisions in light of new evidence; and 


accountable—to maximize fairness, appropriate individuals or institutions need to be responsible to 


communities for the principles and procedures they implement. 


Prequalification Project—in collaboration with 
UNICEE, the UNAIDS Secretariat and with 
support from the World Bank. 


Providing antiretrovirals in an 
equitable manner: who gets what 
and when 


In many resource-limited settings, universal 
access to HIV-related disease treatment cannot 
be achieved immediately. Indeed, the interim 
target of expanding antiretroviral treatment 
access to 3 million people by 2005 is an admis- 
sion that all people in need today will not be 
reached. Until resources and programmes are 
available for all people who need them, ensur- 
ing equity of access to services—fair distribu- 
tion of treatment—will be a key challenge for 
governments and health-care providers. 


Some governmental authorities and health ser- 
vices managers may be reluctant to make deci- 
sions about who should be served first and may 
not foresee the ethical implications of where 
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to site services. In the absence of an explicit 
structured approach to the ethical roll-out of 
HIV-related treatment, eligibility may be deter- 
mined without reference to ethical standards 
and procedures. When not all people in need 
can be served, distributing HIV treatment ser- 
vices needs to be guided by principles of equity 
and human rights such as freedom from dis- 
crimination, as well as agreed-upon procedures. 


Given the urgency of the situation, antiret- 
roviral treatment will inevitably be delivered 
initially from those facilities that already have 
the basic requirements. To ensure this does 
not simply perpetuate and deepen existing 
inequalities in health-care delivery, substantial 
resources need to be directed simultaneously 
at building the infrastructure to serve people 
who are considered ‘hard to reach’ or whose 
needs have been neglected up to now, including 
women, young people and the poor. 


In many countries, ensuring equitable access 
for women and girls will require changing 
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attitudes, removing structural impediments 
to treatment such as discriminatory laws 
and regulations and monitoring practices for 
accountability. The same holds true for people 
whose behaviour is widely stigmatized—ainject- 
ing drug users, sex workers and men who have 
sex with men. Specific proactive measures 
are needed to ensure that gender inequities 
and barriers to care for vulnerable groups are 
addressed, and ultimately eliminated. ‘Treating 
children with antiretrovirals also requires spe- 
cial planning (see box on page 117). 


Antiretroviral treatment: part of a 
comprehensive package 


The effect of antiretrovirals on individual lives 
is often near-miraculous. They are not a per- 
manent cure, but by reducing viral load, they 
can extend the lives of people living with HIV 
by years, hopefully until a cure for AIDS is 
found. But antiretroviral therapy must be part 
of an integrated package of interventions that 
includes prevention, care and support activities, 
all of which complement and reinforce each 
other (see ‘Prevention’ chapter). 


People on these drugs may still need treatment 
for opportunistic infections from time to time 
and treatment for pain that may be a side effect 
of the drugs they are taking. Some will need 


substitution maintenance therapy for opiate 
dependency and many will continue to need 
psychosocial support in coping with an illness 
with serious implications for behaviour and 
lifestyle. They also need sexual and reproduc- 


tive health services. 


Antiretroviral prevention of mother-to-child 
transmission should avoid compromising 
future treatment options for women and use 
dual and triple combinations rather than single 
dose nevirapine wherever possible (WHO, 
2004). Moreover, it must be remembered that 
even if ‘3 by 5’ achieves all its targets, millions 
of HIV positive people with advanced immune 
deficiency will not have access to antiretrovirals 
for some time to come. 


Services for people living with HIV-related 
disease need to be coordinated to create a 
‘continuum’ of care—i.e. a system of care that 
meets the multiple and changing needs of 
infected individuals and their families, and that 
extends from the home and the community, to 
the clinic or hospital and back again. Services 
should be delivered at times and places that are 
convenient for HIV-positive people and their 
carers, and in a manner that is culturally sensi- 
tive. In addition, there should be efficient and 
effective referral mechanisms between the dif- 
ferent services and levels of care. 


Cuba: a comprehensive care success story 


Cuba offers a rare example of comprehensive care across the continuum. In the early 1990s Cuba’s HIV 
policies were the focus of controversy and criticism when HIV-positive people were quarantined. Now, 
people diagnosed with HIV are given a thorough clinical and psychological assessment and then offered 
the choice of outpatient care provided by a hospital and their family physician, or inpatient care at an 
AIDS sanatorium. They receive special high-calorie food rations and take part in an eight-week course on 
all aspects of living with HIV, including the progression of disease and safer sex. Their immune systems 
and general health are monitored regularly and entered on an electronic database, and health problems 
are treated promptly. Antiretrovirals are part of the package; about 1500 people currently have access to 


treatment (WHO, 2003e). 
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Public-private partnership with strong government leadership— 
the Botswana model 


Botswana has one of the highest HIV prewalence rates in the world—nearly 40% of the adult population is 
living with HIV. It was the first country in Southern Africa to actively move towards scaling up antiretroviral 
treatment. President Festus Mogae’s strong political leadership (he used the word ‘extinction’ to describe 
the threat of AIDS to the Tswana people) was instrumental in mobilizing domestic and international sup- 
port for treatment programmes. Since 2000, the Botswana national treatment initiative—now called Masa 
(or ‘new dawn’)—has been supported by the African Comprehensive HIV/AIDS Partnership. This strong, 
unique public-private partnership involves the Government of Botswana, the Bill and Melinda Gates 
Foundation, and the Merck Company Foundation. The Botswana-Gates-Merck partnership supports the 
comprehensive national response and enhances local capacity through the strengthening of health-care 
infrastructure and the transfer of managerial and technical skills for sustainable health-service delivery. 


By early 2004 Masa was the largest government HIV treatment programme in Africa, despite Botswana 
having a small population of 1.7 million and the fact that HIV stigma slowed initial uptake. As of April 2004, 
more than 24 000 people were enrolled in the programme, with more than 14 000 patients on antiretro- 
viral therapy. However, inadequate capacity to rapidly increase people's awareness of their HIV status is 
considered the major barrier to expanding access. So Botswana is instituting a routine offer of HIV testing 
in clinical settings and engaging traditional healers as a potential source of referrals. In terms of equitable 
access for women and girls, so far more women are receiving treatment than men, by a 3 to 2 ratio. 


Comprehensive care approaches are standard 
in Botswana (see box above), Brazil and other 
countries that have achieved universal access or 
are moving rapidly towards it. However, on the 
whole, comprehensive HIV care remains the 
exception. 


In Africa, WHO estimates that less than 30% 
of HIV-infected people with tuberculosis—the 
most important opportunistic infection—are 
receiving anti-tuberculosis drugs (WHO, 2003c). 
In 2001, only about 1% of people in need in 
Zambia and Malawi, and 2% in Uganda, were 
receiving tuberculosis prophylaxis with isoniazid 


(Garbus and Marseille, 2003; Garbus, 2003a; 
Garbus, 2003b; Garbus, 2003c). 


Food—an essential part of the response 
to AIDS 


One of the key elements of comprehensive care 
is having enough to eat. This is the single most 
pressing preoccupation for many people with 
AIDS. Disease quickly impoverishes families 
and leaves many struggling to feed themselves 
adequately (see ‘Impact’ chapter). Therefore, 
relieving hunger is a high priority to help 


people cope with illness. But good nutrition 


Essential medicines are hard to find in many poor countries 


The majority of HIV-positive people in low- and middle-income countries do not have access even to rela- 
tively simple medications. Furthermore, some countries with high burdens of AIDS have poor and unequal 
access to essential drugs for any condition (World Bank, 2003). For example, in Haiti, Kenya, Malawi and 
India, coverage of essential medicines ranges from 0-49% across their populations. WHO reports that 
although access to essential medicines has doubled in the past 20 years, over one-third of the world’s 
population still lacks such access and pays a heavy price in terms of poor health and high death rates. 
In the poorest parts of Africa and Asia, over 50% of the population lacks access to even the most basic 


essential medicines. 
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also has an important role to play in helping 
people with HIV stay healthy, in counteracting 
physical wasting due to HIV infection and in 
boosting energy levels. Moreover, many medi- 
cines, including some anti-tuberculosis drugs 
and antiretrovirals, cannot be taken on an 
empty stomach. Therefore, food support needs 
to be part of the comprehensive care package. 
This is important for the well-being of carers 
too: many say that one of the most stressful 
aspects of their job is visiting homes where 
there is no food and having nothing to offer 
(UNAIDS, 2000). 


To help with food and nutrition issues, the 
World Food Programme (UNAIDS’ ninth 
Cosponsor) is expanding its food assistance 
programmes to include HIV-positive people on 
treatment, as well as hard-hit communities. It 
is doing this in the context of AIDS treatment 
and HIV prevention programmes and is work- 
ing with UNAIDS and other Cosponsors. The 
Programme has also helped to call attention to 
the problem of AIDS and food security in the 


most-affected countries. 
Tuberculosis and HIV 


In many countries where AIDS has hit hard- 
est, tuberculosis is the leading cause of death in 
people living with HIV. The greatest impact of 
HIV on tuberculosis has been in sub-Saharan 
Africa, where up to 70% of tuberculosis 

patients are also infected with HIV. The virus is 
already increasing the incidence of tuberculosis 
in much of South-East Asia, Eastern Europe 
and Central Asia, especially where sub-groups 
of often marginalized people are at high risk of 
both diseases. 


About one-third of the world’s population 
carries latent tuberculosis infection (where 
Mycobacterium tuberculosis bacteria lie dormant 
in the body without causing disease). But, in the 


absence of HIV, only about 5% of them will ever 
progress to active disease. Infection with HIV 
dramatically increases the probability that some- 
one already harbouring latent tuberculosis will 
develop the active disease to 5—10% annually . 


It is not expensive to treat tuberculosis. If the 
medication is taken properly, most cases will be 
completely cured. In 1991, the World Health 
Assembly set targets to be reached by 2005 of 
85% cure rates and 70% case detection among 
infectious cases. WHO's recommended DOTS 
(directly observed treatment, short course), is 
a highly cost-effective strategy to reach these 
targets. It has proven feasible for scale up both 
in a range of low- and middle-income countries 
and in a variety of formal, informal and private 
health provider settings (Raviglione, 2003). In 
2001, the Stop TB Partnership was formed to 
expand, adapt and improve strategies to control 
and eliminate tuberculosis. It develops advo- 
cacy, coordinates resource mobilization and 
monitors progress towards the goals. 


In sub-Saharan Africa, the advent of the HIV 
epidemic has severely compromised the prom- 
ise of tuberculosis control, with tuberculosis 
notification rates increasing at 6% per year 
(De Cock and Chaisson, 1999). In countries 
of the former Soviet Union, a dramatic rise in 
tuberculosis has occurred since the mid 1990s. 
Tuberculosis now constitutes a serious danger 
for the growing numbers of HIV-positive 
people in the region. 


Tuberculosis and HIV programmes 
complement each other 


In 1998, WHO recognized the need for tuber- 
culosis (TB) and HIV programmes to work 
together in sub-Saharan Africa. So it began 
ProTEST projects for joint tuberculosis and 
HIV programming in Malawi, Zambia and 
South Africa (WHO, 2004a). Similar joint 
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intervention initiatives that build on collabora- 
tion between STOP TB and ProTEST have 
also been carried out in other parts of Africa 
and elsewhere (Family Health International, 
2001; Piyaworawong et al., 2003). They show 
there are important benefits in coordinating key 
activities in tuberculosis and HIV programmes. 
For instance, in Malawi over a period of four 
years, an estimated 14 000 cases of HIV infec- 
tion were avoided through ProTEST pilot 


projects. 


WHO and the Stop TB Partnership’s Global 
TB/HIV Working Group have members from 
both the HIV and tuberculosis communities. 
The Group has formulated an interim policy 
based on field experiences that provides guid- 
ance on which joint activities should be imple- 
mented (WHO, 2004b). The principle behind 
this policy of ‘two diseases, one patient’ encour- 
ages delivery of joint services at every tubercu- 
losis or HIV and AIDS service outlet. First, 
collaboration between national tuberculosis 
and AIDS programmes needs to be established. 
Then, among people found to be HIV-positive, 
tuberculosis treatment or prevention can be 
provided at a relatively low cost and with high 
probability of success. 


People with latent tuberculosis infection can 
be provided with isoniazid preventive therapy 
to prevent active tuberculosis disease, while 
those with active tuberculosis can be treated 
with six months of anti-tuberculosis medicines. 
Additionally, cotrimoxazole helps prevent HIV- 
related opportunistic infections, reducing the 
risk of death in people with both tuberculosis 
and HIV. In addition, intensifying tuberculo- 
sis case finding in HIV testing and counsel- 
ling centres and in other HIV service outlets 
is essential. Currently, this is a huge missed 
opportunity to provide adequate care. 
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Effective HIV and tuberculosis 
collaboration needed 


Antiretroviral treatment improves quality of 
life and survival among tuberculosis patients 
in the same way it does for other people living 
with HIV. In sub-Saharan Africa, tuberculosis 
patients with HIV infection form a large pro- 
portion of those eligible for antiretroviral treat- 
ment. The targets laid out in the 2001 UN 
Declaration of Commitment on HIV/AIDS, 
the ‘3 by 5’ Initiative and the Millennium 
Development Goals for tuberculosis and HIV 
will be impossible to meet without effective 
collaboration between tuberculosis and HIV 
programmes in settings with high levels of 
both infections. Close collaboration is required 
to ensure community-level delivery of a com- 
prehensive prevention, treatment, care and 


support package. 


Tuberculosis control programmes face several 
challenges to achieving case finding and treat- 
ment goals; challenges that AIDS programmes 
have worked to overcome using innovative 
strategies. These include how to: address 
stigma, conduct outreach, engage with com- 
munities, involve patients and families in 
programme design and management, and 
undertake initiatives to deal with structural 
barriers to the prevention of tuberculosis such 
as poverty and social marginalization. Many 
of these challenges can be most effectively 
addressed if HIV and tuberculosis programmes 
work together in synergy. 


AIDS medicines and the rules of 
global trade 


The global trade in medicines is regulated by 
both national laws and regulations and inter- 
national rules such as those in the World Trade 
Organizations Agreement on Trade-Related 
Aspects of Intellectual Property Rights—or 
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The Doha Declaration—the primacy of public health in 
international trade 


The Doha Declaration on the TRIPS Agreement and Public Health was issued by the ministerial confer- 
ence of the World Trade Organization in November 2001. It made it clear that public health and access 
to medicines for all are primary concerns in applying international trade rules. The Doha Declaration reaf- 
firmed the flexibility that the TRIPS Agreement provides to countries in authorizing use of patented prod- 
ucts—often called ‘compulsory licensing’—in the interests of public health. The Declaration also extended 
the transition period to 2016 for least-developed countries to issue patents in the pharmaceutical sector. 


The World Trade Organization Ministers at the Doha conference acknowledged (in paragraph 6 of the 
Declaration) that countries with insufficient pharmaceutical manufacturing capacities could face difficulties 
in effectively using compulsory licensing under the TRIPS Agreement because of the limitation on exports 


under compulsory licensing. 


On the eve of its Ministerial meeting in Cancun in September 2003, the Organization agreed to a case-by- 
case system for waiving the export limitation in TRIPS so that countries without manufacturing capacity 
of their own could find sources of generic medicines. However, by mid-2004 the waiver system has not 
been used by any country. It is essential that governments, and partners in civil society and the private 
sector, actively evaluate the flexibility that the TRIPS Agreement affords to promote access to affordable 
HIV medicines in their countries. Countries may need to amend their patent legislation in order to take 


advantage of flexibilities such as the 2016 transition period, and the paragraph 6 waivers. 


TRIPS. The Agreement protects intellectual 
property rights including patents, which pro- 
vide important incentives for creating new 
and better HIV medicines and, hopefully 
one day, an HIV vaccine. At the same time, 
the exclusive control provided by patents can 
hinder access to affordable medicines, so the 
Agreement contains a number of ‘safeguards’ 
or flexibilities which national authorities can 
use to promote more affordable access. The 
World Trade Organization’s Doha Declaration 
offered additional flexibility, as described in the 


box above. 


In addition to offering lower prices to certain 
low- and middle-income country markets, some 
research-based companies have announced that 
they will not enforce patent rights for HIV 
medicines in some low- and middle-income 
countries. For instance, Roche, a major 
pharmaceutical company, produces saquinavir 
and nelfinavir used in WHO-recommended, 
second-line regimens. It has a written policy 
that it will not file or enforce existing patents on 
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HIV-related medicines in sub-Saharan Africa 
or in any least-developed countries elsewhere. 
Bristol-Myers Squibb, which produces d4T 
used in WHO-recommended first-line regi- 
mens, had earlier announced a similar policy of 
not letting its patents prevent access to afford- 
able HIV treatment in sub-Saharan Africa. 


A few countries have begun to take measures 
to use the TRIPS Agreement more effectively. 
In May 2004, Canada reformed its patent leg- 
islation to allow Canadian generics producers 
to export to countries eligible under the WTO 
Doha paragraph 6 implementation arrange- 
ment. Meanwhile, Malaysia and Mozambique 
announced they were issuing compulsory 
licences for some HIV antiretrovirals. However, 
challenges continue as some regional and bilat- 
eral trade agreements—such as those between 
the United States and Colombia and the 
United States and Chile, as well as the Central 
American Free Trade Agreement—contain pro- 
visions that overly protect patent rights, which, 
in those countries, offsets much of the flexibil- 


ity provided to governments under the TRIPS 
Agreement. 


Developments in combination 
therapy: simplifying for better 
adherence 


Triple combination antiretroviral therapy has 
long been the standard for treating HIV infec- 
tion. The pharmaceutical industry is contribut- 
ing to simplifying treatment regimens through 
developing and manufacturing fixed-dose 
combination formulations. Fixed-dose combi- 
nations permit all three individual molecules to 
be taken in one tablet, capsule or, in the future, 
a solution which is of special importance to 


children. 


Three fixed-dose combinations, one each from 
Indian generics producers Cipla and Ranbaxy, 
and one from GlaxoSmithKline, have been 
approved by the WHO pre-qualification quality 
assessment programme. The generic fixed-dose 
combinations provide a WHO recommended, 
first-line regimen. Patents for individual com- 
ponents are often held by different originator 
companies, and the research-based industry 
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allow their products under patent to be com- 


bined or packaged together in blister packs. 


Fixed-dose combination antiretrovirals offer a 
number of possible advantages. They can: 


@ increase patient adherence to treatment; 
@ delay the development of resistance; 


@ lower the total cost, including production, 
storage, transport, dispensing and other 
health system costs; 


@ reduce the risk of medication errors by 
prescribers, dispensers and patients them- 
selves; 


@ simplify supply-system functioning and 
increase security; and 


@ facilitate patient counselling and educa- 
tion, and reduce waiting time for patients. 


Based on its experience delivering antiretroviral 
treatment, Médecins sans Frontiéres strongly 
advocates fixed-dose combinations. Patients 
taking the most widely prescribed fixed-dose 
[d4T/3TC/Nevirapine(NVP)] 


are able to take one pill twice a day, in 


combination 


contrast with six pills a day if taken separately. 


is exploring multi-company arrangements to _ Fixed-dose combinations can also be far 


Romania’s children with HIV—from tragedy to hope 


Romania has the largest number of children living with HIV in Europe—more than 7500. It is believed that 
transfusion of unscreened blood and repeated contaminated medical injections between 1987 and 1991 
led to more than 10 000 new born and young children becoming HIV-infected. In rising to meet this chal- 
lenge, Romania was one of the first countries in Central and Eastern Europe to introduce antiretroviral 
treatment. The Romanian Government's strong commitment to improving access has included passing a 
special 2002 law guaranteeing HIV prevention and care, including publicly funded free treatment and a 
dietary supplement for all people who need it. Since 2001, a strong UN-facilitated public-private partner- 
ship has led to significant price reductions by six pharmaceutical companies involved in the Accelerating 
Access Initiative. Today, all those determined to be ‘in need’ according to international guidelines have 
access to HIV treatment in Romania. This covers some 5700 patients, including 4350 children. Romania 
is a special case; one in which treatment access for children sparked a campaign that led to achieving 
universal access to HIV treatment. 
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more affordable than the same combination 
procured as separate elements. Médecins sans 
Frontiéres says it pays US$ 270 per patient, 
per year for the d4T/3TC/NVP combination, 
compared with US$ 562 for separate products 
from originator companies (Médecins sans 
Frontiéres, 2004). 


Antiretroviral treatment for children: a 
special challenge 


Antiretroviral treatment for children presents 
special challenges. Few HIV medicines are 
produced in paediatric formulations, and those 
available as syrups have limitations. They have 
a short shelf-life, children sometimes object to 
the taste, carers may have difficulty measuring 
out the correct doses and they remain very 
expensive. 


The indications that a child might benefit from 
antiretroviral treatment are different from those 
in adults, so different criteria for eligibility need 
to be set. However, the biggest challenges in 
treating children are not technical, but social 
and financial. Children are totally dependent 
on adults to identify their treatment needs, to 
take them to a clinic, and thereafter, to super- 
vise them when they take their medicines and 
ensure they adhere to their regimens. 


Children’s treatment may be a low priority in 
a family with several HIV-positive members. 
Furthermore, many infected children have lost 
their mothers to AIDS, and it is often difficult 
to find a relative or guardian who will consis- 
tently supervise a child’s treatment. A char- 
acteristic example, is the guardian of a small 
orphaned boy in Botswana who was supervis- 
ing his treatment very reliably. Then the guard- 
ian died, leaving the child with other relatives 
who knew nothing of his treatment plan, and 
did not understand its requirements. When the 
boy seemed to get better, his relatives did not 


see the need to take him to the clinic, and he 
dropped out of treatment (UNAIDS, 2003). 


A successful approach to counter this has been 
achieved at the Mildmay International Jajja’s 
Home in Uganda. It is a small-scale pioneer 
in treating children with AIDS. Each of the 
85 children in the project has a ‘care plan’ 
worked out with parents or guardians, and only 
those with a supportive home environment 
are offered antiretroviral treatment (UNAIDS, 
2003). 


Across the board, greater investment is required 
to address the special needs of children, includ- 
ing the technical challenges of developing 
fixed-dose combination antiretroviral formula- 
tions for them. National laws need to ensure 
that children have access to HIV treatment as 
a human right. National policy-makers and 
programme managers need to pay far more 
attention to the special requirements of chil- 
dren in designing and implementing treatment 
programmes. Knowing when to involve a child 
in his or her own treatment is another major 
challenge, since in most cases health workers 
have only their personal judgement to go on. 
Everywhere there is a pressing need for national 
health-care policies and guidelines on treating 


children with HIV. 
Care in the community 


Almost universally, relatives and friends provide 
up to 90% of care for people with AIDS within 
the home of the sick person. Many commu- 
nity-based programmes, often with few links to 
public health services, have sprung up around 
the world to support their efforts. In Uganda, 
The AIDS Service Organisation (TASO) is the 
biggest provider of treatment and care services, 
and offers an increasing number of its more 
than 60000 members a full package of services 
from psychosocial support and counselling, to 
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Morphine—essential medicine for AIDS care 


Unfortunately, initiatives to deliver palliative care cover only a minute proportion of people who require 
them. In addition, morphine is not yet widely provided in home-care kits. In many countries, a major 
stumbling block is that morphine and other strong painkillers are often forbidden by law. Yet morphine is 
recommended on the WHO Model List of Essential Medicines; WHO has produced guidelines indicating 
that opiates, including oral morphine, are necessary to relieve suffering. 


Regulations stipulating that physicians alone can prescribe them need review so that opiates can be 
widely administered by nurses and others working at the community level. Uganda and Tanzania are the 
only African countries in which oral morphine is generally available, and only Uganda specifically provides 
for palliative care in its national health plan (Ramsay, 2003). A WHO joint project with African countries 
shows that strong partnerships are needed between regulating authorities and health workers to over- 


come this ‘opiophobia’ (WHO, 2002). 


medication for opportunistic infections and 
palliative care. 


The huge contribution of community-based 
initiatives is widely recognized: home-based 
care is a part of almost all countries’ health 
plans. However, despite some notable examples 
of good practice, progress in drawing them 
into the wider public health system has been 
extremely limited. 


As described above, the “3 by 5’ Initiative rec- 
ognizes community-based care as the building 
block of treatment programmes. Communities 
must play a key role in treatment advocacy, 
information and literacy, as well as in provid- 
ing treatment, and monitoring and supporting 
patients on antiretrovirals (WHO, 2003d). 
However, most community-based programmes 
work in isolation with precarious funding. 
They require support to enable them to take on 
and maintain the extra burden of antiretroviral 


treatment over the long term. 


Governments need to ensure that they provide 
a supportive environment for carers, which 
means reviewing and reforming existing laws, 
such as those relating to female property and 
inheritance rights, as well as other policies and 


guidelines that regulate their lives. It also means 
working on structural issues such as providing 
clean water and sanitation, shelter, education 
for girls, employment, old age pensions and 
other social security nets. 


At the same time, individual carers need support 
so they will not succumb to fatigue and despair. 
They need information and training on what 
to expect of AIDS, how to care for a patient 
and access food support, and where to receive 
counselling for their own emotional needs. 
These ‘informal’ carers are a vital link in the 
chain. If they fail to cope, the whole system of 
community care begins to unravel. Systematic 
research needs to shed light on exactly who 
they are, what they do, and how they fit into 
the framework of community-based care. This 
information is a basic requirement for address- 
ing their needs, strengthening their capacity and 
integrating them into the formal health-care 
system (Ogden and Esim, 2003). 


Palliative care 


One of the most neglected aspects of HIV care 
is palliative care, which is treatment to relieve 
pain and other distressing symptoms in people 
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who are incurably and often terminally ill. It 
is estimated that at least half of all people with 
HIV will suffer from severe pain in the course 
of their disease (WHO, 2002). This is a source 
of intense distress to carers, relatives and friends 
who must stand by helplessly witnessing this 
suffering. It is vital that people who need pallia- 


tive care receive it. 


Pain relief is an essential part of this care, yet 
morphine (see box on page 119) and other 
effective pain medications often cannot be 
obtained. Even if a person is on antiretroviral 
treatment, palliative care is needed because HIV 
can still cause considerable illness and death. 
For instance, in the United States, around 
14 000 people died of AIDS in 2003. Besides 
pain control, palliative care for people with 
AIDS encompasses: 


@ treating other symptoms such as diarrhoea, 
nausea and vomiting, coughing and short- 
ness of breath, fatigue, fever, skin problems 


and mental impairment; 


psychosocial support, including relieving 
depression, anxiety and spiritual pain; and 


support for families and carers, including 
practical assistance with nursing, respite 
care and counselling to help them work 
through their emotions and grief. 


In Zimbabwe and neighbouring countries, 
Island Hospice provides training in pal- 
liative care to communities and institutions. 
In Kenya, the Nairobi Hospice was founded 
in 1990 and offers a wide variety of training 
courses and practical experience in palliative 
care for health professionals, non-health profes- 
sionals and volunteers. 


In Botswana, a hospice at Bamalete Lutheran 
Hospital in Ramotswa village offers outpatient 
clinical services, as well as day care to terminally 
ill patients who are given transport to and from 
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their homes. The hospice’s respite care began 
in 2002, and is one of its most valued services 
(UNAIDS, 2003a). In addition, the Princess 
Diana Palliative Care Initiative, set up in 2000, 
is currently working in seven African countries. 
In 2001, WHO began a five-year joint initia- 
tive to set up national palliative care services for 
people with AIDS and cancer. It works through 
its Regional Office for Africa, health minis- 
tries and key partners in five African coun- 
tries—Botswana, Ethiopia, Tanzania, Uganda 
and Zimbabwe. 


Challenges of the ‘Next Agenda’ 


Governments, civil society and their partners in 
countries face enormous challenges in bridging 
the treatment gap: the gap between aspiration 
and reality in scaling up antiretroviral treatment 
and comprehensive HIV care. Many questions 
still need to be answered. For example, how 
will it be decided who gets treated first when 
antiretroviral coverage is still limited? How 
can services best be provided to children? And 
how do governments strike a proper balance in 
service delivery for AIDS and other pressing 
health problems? 


Final answers to most of these questions will be 
found at the national level, in accordance with 
local priorities and circumstances. These ques- 
tions are difficult, controversial and often pain- 
ful to resolve. But they must not be allowed 
to deplete global political will to dramatically 
expand HIV treatment throughout low- and 
middle-income countries. 


The conditions for dramatically boosting access 
to HIV treatment have never before been so 
promising. There have been clear advances in 
high-level political commitment, international 
donor financing and affordability of medicines 
and other HIV-related commodities, as well as 
important progress in the work of civil society 


and the private sector in designing and imple- 
menting HIV treatment programmes in coun- 
tries and communities. The ‘3 by 5’ Initiative 
will succeed only if governments and partners 
in low- and middle-income countries lead the 
way. Future challenges include: 


e@ Strengthening capacity in hard-hit coun- 
tries facing the growing human resource 
crisis. Efforts need to quickly ensure that 
doctors, nurses and community health 
workers, along with others have access 
to HIV treatment. Public sector incen- 
tives and working conditions need to be 
improved, training and education pro- 
grammes expanded and fast-tracked, and 
measures taken to allow strong reliance on 
nurses, paramedics and community work- 
ers in scaling up care. 


e@ Ensuring widespread knowledge of HIV 
status, since it is the gateway to HIV treat- 
ment and prevention. Opportunities for 
voluntary testing and counselling need to 
be expanded, and a routine offer of HIV 
testing should be made to all patients with 
symptoms consistent with HIV-related dis- 
ease and to those seen in sexually transmit- 
ted infection clinics, antenatal clinics and 
other sites (see ‘Prevention’ chapter). 


e@ Rolling out antiretroviral treatment pro- 
grammes in an integrated manner that 
strengthens, rather than depletes, the larger 
health system, and which is consistent with 
a country’s overall development agenda. 


@ Providing greater support for technology 
transfer and exports—from countries with 
antiretroviral manufacturing capacity to 
countries without it. The tenfold increase 
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in antiretroviral access currently being 
planned requires all partners within the 
pharmaceutical industry—originators and 
generic manufacturers—to be part of the 
AIDS response to ensure that sufficient 
quantities of HIV medicines, and the active 
ingredients for the finished formulations, 
are available. 


Ensuring countries can take advantage of 
their rights to use trade agreement provi- 
sions to widen access to HIV medicines 
and technologies. This also means resisting 
stricter-than-necessary patent provisions 
in regional trade agreements in order to 
avoid undermining much of the flexibility 
provided in global trade agreements and 
declarations for low- and middle-income 
countries. 


Reducing HIV-related stigma through 
action by social and community leaders, 
advocates, health-workers and the public 
at large so that treatment can reach people 
in need. International, regional and coun- 
try-based treatment preparedness groups 
need sustained support to promote greater 
knowledge of and demand for HIV treat- 


ment. 


Placing equity at the forefront of policies and 
programmes to ensure fair access and open 
and transparent procedures within treat- 
ment services. Barriers to treatment access 
for women, children and other groups such 
as sex workers, injecting drug users and men 
who have sex with men, must be effec- 
tively addressed if ‘3 by 5’, and ultimately 
universal HIV treatment access, are to 
become a reality. Xd 
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Safeguarding human rights is an essential part 
of responding effectively to the AIDS epidemic 
at individual, national and global levels. HIV 
strikes hardest where human rights are least 
protected, particularly among people and com- 
munities on the margins of society, including 
sex workers, injecting drug users and men who 
have sex with men. Conversely, safeguarding 
people’s fundamental rights improves their 
ability to protect themselves and others at risk 
of HIV infection, helps reduce their vulnerabil- 
ity to HIV, and assists them in dealing with the 


In recent times, some have argued that human 
rights-based approaches to HIV prevention in 
efforts to scale up the AIDS response might 
have reduced the role of public health, which 
offers a more applied practical framework. 
However, experience has clearly shown that it is 
self-defeating to place public health and human 
rights in opposition. Public health strategies 
and human rights protection are mutually rein- 
forcing. Their integration achieves the great- 
est effect in reducing HIV transmission and 


improving the quality of life of people living 


with HIV. 


epidemic’s impacts. 


Rights-based achievements 


Rights-based approaches to the AIDS epidemic have yielded results by: 


@ Enhancing public health outcomes: Protecting a person's right—particularly a person living with 
HIV—to achieve the highest attainable standard of physical and mental health has brought about 
increased confidence in health systems. In turn, this has led more people to seek and receive relevant 
information on HIV prevention, counselling and care. 


@ Ensuring a participatory process linking patients and care providers, which has improved the rel- 
evance and acceptability of public health strategies. 


@ Fostering non-discriminatory programmes that include marginalized groups more vulnerable to 
HIV infection. For example, the Stopping HIV/AIDS through Knowledge and Training Initiatives project 
in Bangladesh, and the Sonagachi project in Kolkata, India, have integrated the rights of people in sex 
work by ensuring that sex workers are part of planning, implementing and assessing all relevant AIDS 
programmes. 

@ Scaling up the AIDS response through empowering people to claim their rights to gain access to 
HIV prevention and care services. Several countries in Latin American, including Brazil, Costa Rica, El 
Salvador, Mexico, and Panama have entrenched this by providing free access to treatment and other 
related health services for many people living with HIV. 


@ Enhancing the accountability of States through people seeking redress for the negative conse- 
quences of health policies. Legal action based on human rights has been a vehicle to enforce people's 
right to gain access to health care, including antiretroviral treatment. For example, in South Africa, the 
Treatment Action Campaign won a court ruling that required the Government to supply the antiretrovi- 
ral drug nevirapine to HIV-positive pregnant women at public health facilities, within a phased roll-out 
of a comprehensive national programme to prevent mother-to-child HIV transmission. 
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Progress at the national level 


Despite challenges, there have recently been 
positive developments in addressing human 
rights issues at the national level. Through par- 
ticipatory processes, HIV-related human rights, 
particularly the principle of non-discrimination, 
have been integrated into programme tools 
such as national AIDS policies, strategies and 
legislative frameworks. For example, Cambodia 
adopted a law on HIV/AIDS in January 2003; 
the Parliament of Malawi adopted a rights- 
based policy on HIV/AIDS in January 2004; 
and similar policy and legal reforms have been 
announced in Belarus, India, Lesotho, Liberia, 
and the Russian Federation. 


Meanwhile, supported by a Small Grants Facility 
established by the United Nations Educational, 
Scientific and Cultural Organization (UNESCO) 
and UNAIDS, young people in Malawi, Sri 
Lanka, Mozambique, Zambia and Bangladesh 
have developed and implemented programmes to 
address stigma and discrimination. 


Rights and access to AIDS 
information and prevention 


The right to seek, receive and impart informa- 
tion is a fundamental human right and is a sine 
qua non condition for ensuring effective HIV 
prevention and AIDS care. People have a right 
to know how to protect themselves from being 
infected with HIV. They also have the right to 
know their HIV status, and if they are infected, 
they have the right to know how to obtain 
treatment, care and support. 


Adequate information, counselling and testing 
should be accessible to all those in need through 
rights-based, ethical and practical models of 
delivery. Globally, rights-based examples under 
way include: awareness campaigns targeting 
specific groups such as men who have sex with 
men, injecting drug users, medical profes- 
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sionals and prison populations (Guinea, Italy, 
Kuwait, Portugal); incorporating AIDS-related 
programmes into school curricula (Argentina, 
Cuba, Czech Republic, Mauritius, Saint Vincent); 
community development of education and 
prevention programmes (Lebanon, Thailand); 
and developing culturally specific education 
and prevention programmes for indigenous 
people, refiigees, asylum-seekers and migrants 
(Canada, the Netherlands, Norway). 


In March 2004, the UN Theme Groups on 
HIV/AIDS in Cambodia, Fiji, Nepal, and 
Thailand led national AIDS and Human 
Rights consultations. Furthermore, a meeting 
was held on AIDS and Human Rights in the 
Asia-Pacific region, sponsored by UNAIDS, 
the Office of the High Commissioner for 
Human Rights (OHCHR), the United 
Nations Children’s Fund (UNICEB), the 
International Labour Organization (ILO), 
the United Nations Development Programme 
(UNDP), the United Nations Office on Drugs 
and Crime (UNODC) and the Policy Project. 
It was attended by representatives from 20 
countries in the region, including government 
officials, national AIDS councils, lawyers, doc- 
tors, people living with HIV, injecting drug 
users, male and female sex workers, men who 
have sex with men, young people, mobile 
populations and ethnic minorities. 


Recommendations from these consultations are 
contributing to advocacy activities, including 
the Asia-Pacific Leadership Forum. They are 
helping to improve training and guidance to 
increase the understanding of AIDS-related 
human rights issues in the region, and are 
assisting in identifying best practices. 


In other regions, UNESCO and UNAIDS have 
provided support for young people's training 
sessions on human rights and AIDS. Sessions 


have been held in the Middle East and North 


Africa (Beirut, Lebanon); in Francophone 
Africa (Yaoundé, Cameroon); and in Eastern 
Europe (Croatia). The training covered the 
knowledge, skills and attitudes needed to foster 
positive behaviour change. It also focused on 
the role of media and communications in 
rights-based messages, including how to dispel 
myths and fears that often create and reinforce 
AIDS-related stigma and discrimination. By 
the end of 2003, young people from over 60 
countries had been trained. 


AIDS mainstreamed into 
international human rights 
mechanisms 


Increasingly, the UN and other organizations 
have focused on the principle that all people have 
the right to the highest attainable standard of 
physical and mental health. This has reinforced 
HIV-related human rights. In September 2002, 
the United Nations Commission on Human 
Rights appointed a Special Rapporteur on the 
Right to Health, who has paid close attention 
to AIDS-related issues. In June 2003, UNAIDS 
and the Office of the High Commissioner for 
Human Rights convened a meeting for Special 
Procedures on HIV/AIDS and Human Rights 
in order to develop a strategic approach to inte- 
grating AIDS-related issues into their respective 
mandates, and in so doing to strengthen AIDS- 
related human rights work at the country level. 


AIDS issues have also been integrated into the 
work of other Special Rapporteurs, Independent 
Experts and Special Representatives on the 
situation of human rights in Cambodia, Haiti, 
Liberia, Myanmar, Somalia, Uganda and 
Yemen. In addition, Thematic Rapporteurs are 
monitoring AIDS-related rights. These include 
the Special Rapporteurs on violence against 
women, on housing and on the human rights 


of migrants. 
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The Special Rapporteur on the Sale of Children, 
Child Prostitution and Child Pornography 
has addressed the links between sexual exploi- 
tation of children and AIDS, and has identi- 
fied practical steps governments can take to 
improve protection of children’s rights in 
this regard. The Special Rapporteur Against 
Torture and Cruel, Inhuman or Degrading 
Treatment or Punishment has particularly 
focused on prisoners. 


Resolutions on AIDS passed by the UN 
Commission on Human Rights, including the 
resolution relating to access to AIDS treatment, 
have catalysed political engagement and served 
to monitor AIDS-related rights. 


In January 2003, the General Comment on 
HIV/AIDS and the Rights of the Child was 
issued by the UN Committee on the Rights of 
the Child, and was the first General Comment 
on the AIDS epidemic to be issued by a treaty- 
monitoring mechanism. The General Comment 
identifies good practices and specifically prohib- 
its discrimination against children on the basis of 
real or perceived HIV status. It calls for countries 
to report on measures they have implemented to 


protect children from HIV. 
The enduring challenge 


Despite these gains, in various parts of the 
world grave AIDS-related human rights vio- 
lations continue to occur with depressing 
regularity. Furthermore, serious gaps prevail 
between the time that governments pass laws 
and policies and when they actually implement 
them. Relatively few countries are on track to 
meet their human rights commitments. 


Stigma and discrimination 


AIDS-related stigma remains one of the greatest 
obstacles to people living with HIV being able 
to fulfil their human rights. Stigma is also a 


UNAIDS 


major barrier to creating and implementing 
HIV programming. Stigma is a multi-layered 
process of devaluation that tends to reinforce 
negative connotations by associating HIV 
and AIDS with already-marginalized groups. 
Stigma lies at the root of discriminatory actions 
that exclude people who need AIDS-related 


services. 


Discrimination is an infringement of human 
rights that often leads to people being subjected 
to various forms of abuse. For instance, the 
Asia-Pacific Network of People Living with 
HIV/AIDS carried out research among 
HIV-positive people in India, Indonesia, the 
Philippines and Thailand. The research found 
a wide and persistent range of discrimination 
against people living with or perceived to be 
living with HIV. This included discrimination 
by friends and employees in workplace and 
health-care settings, as well as exclusion from 
social functions and being denied benefits, 
privileges or services. 


Similar research in four Nigerian states found 
discriminatory and unethical AIDS-related 
behaviour among doctors, nurses and midwives. 
Abuses included denial of care, breaches of 
confidentiality, and HIV testing without 
consent. One in ten care providers reported 
refusing to care for HIV-positive patients, and 
10% reported refusing them admission to a 
hospital. Furthermore, 65% reported seeing 
other health-care workers refusing to care for 
an HIV or AIDS patient. Some 20% felt that 
many people living with HIV had behaved 


immorally and deserved to be infected. 


These studies confirm that creating and 
enforcing anti-discrimination policies and 
legislation are necessary. But they need to 
be accompanied by other measures such as 
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in-service training and providing adequate 
resources for the health sector. 


Denial of women’s property and 
inheritance rights 


About half of all people living with HIV are 
women; they face a variety of human rights 
concerns in the context of the epidemic. Two 
issues that need urgent action by governments 
are property and inheritance rights. When a 
womans husband or father dies, other relatives 
may seize all property and evict orphans and 
widows. Women in this situation are some- 
times stripped of their possessions and forced 
to engage in sex work or transactional sex in 
exchange for survival items such as food, pro- 
tection and cash. 


This gender inequality puts women at a much 
higher risk of HIV infection than men. It con- 
tinues despite the fact that States are bound 
by the principles of the UN Charter, the 
Universal Declaration of Human Rights, the 
Convention on the Elimination of All Forms 
of Discrimination against Women and the 


Convention on the Rights of the Child. 


Sexual exploitation of children 


Sexual exploitation of children is a persistent 
flagrant violation of human rights. In the AIDS 
era, young girls have proven to be especially 
vulnerable to violence, or to being trafficked 
or coerced into sex work, since their youth and 
perceived virginity are associated with freedom 
from disease. Rates of HIV infection among 
sexually exploited children are unknown. But in 
1999, country research in Asia found that 69% 
of sexually exploited children in Bangladesh 
and 70% of those in Viet Nam were infected 
with a sexually transmitted infection. 


Ensuring a rights-based approach 
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As AIDS responses are scaled up worldwide, they need to be grounded in sound public health prac- 
tice and they also need to respect, protect and fulfil human rights norms and standards. This is par- 
ticularly important when it comes to HIV testing as a prerequisite for expanded access to treatment (see 


‘Prevention’ chapter). 


The concept that HIV testing must remain voluntary is at the heart of all HIV policies and programmes. 
Voluntary testing complies with human rights principles and ensures sustained public health benefits. The 
following mutually reinforcing key factors need to be addressed simultaneously: 


1. Ensuring an ethical process for conducting the testing: this includes defining the purpose of the test 
and benefits to the individuals being tested and assuring there are links between the site where the 
test is conducted and relevant treatment, care and other services. Furthermore, testing needs to take 
place in an environment that guarantees confidentiality of all medical information. 


2. Addressing the implications of a positive test result: people who test HIV-positive should not face 
discrimination and should have access to sustainable treatment. 

3. Reducing AIDS-related stigma and discrimination at all levels, notably within health-care settings. 

4. Ensuring a supportive legal and policy framework for scaling up the response, including safeguarding 
the human rights of people seeking AIDS-related services. 

LS 


Ensuring that health-care infrastructure is adequate to address the above issues and that there is 


enough trained staff to meet the increased demand for testing, treatment and related services. 


Source: UNAIDS Global Reference Group on HIV/AIDS and Human Rights 


Reappearance of restrictive policies 
and laws 


In recent years, a number of policies and laws 
have emerged that restrict the human rights 
of people living with HIV or AIDS, or those 


assumed to be infected. 
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Experience has confirmed that protecting 
people’s human rights decreases their vul- 
nerability to HIV and reduces the negative 
impacts of HIV and AIDS. Much progress has 
been achieved, but the world now needs to be 
vigilant to prevent backsliding toward practices 


that are not rights-based. X 
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Financing the 


response to AIDS 


k 


UNAIDS 


The care economy 
AIDS has thrown a harsh spotlight on the unequal divisions of household labour, particularly on the burden of 
AIDS care. When the male head of a household becomes ill, wives provide care and take on additional duties to 
support the family. When women fall sick, older or younger women step in to care for them and take responsibil- 
ity for AIDS-affected children. 

For example, in South Asia, the region’s highly unequal gender relations impose most of the AIDS-related care 
burden on women (UNDP, 2003). In Viet Nam, recent household surveyseveal women are 75% of all caregivers 
for persons living with HIV. Mothers account for 51% of the total, while fathers make up 10% (UNDP, 2003a). 


The value of the time, energy and resources required to cook, clean, shop, wash or care for the family’s young, 
sick and elderly is called the ‘care economy’. It is vast and essential to economic life. For example, in sub- 
Saharan Africa, an estimated 90% of AIDS care happens at home (Ogden and Esim, 2003). However, because 
this work is unpaid, it is often taken for granted and undervalued. 


The burden of rural women 


In low- and middle-income countries, having ‘AIDS in the family’ poses strains on women in agricultural commu- 
nities. In addition to their household work, many rural women play a significant role in the economic activities that 
put food on their families’ tables. Caring for the sick disrupts this work. In Tanzania, women with sick husbands 
spend up to 45% less time doing agricultural or income-earning work than before their husbands became ill. 


The burden is made even heavier when activities such as fetching water and washing clothes are done far from 
the home. A 2002 survey of South African HIV-affected households found less than half had running water in the 
dwelling and almost a quarter of rural households had no toilet (Steinberg et al., 2002). Yet, South Africa is the 
continent's most-developed country. 


Lessening the burden on women 


It is crucial to recognize and support the care economy with adequate resources and enabling policies. Ways 
to ease women’s disproportionate care burden in AIDS-affected households are available—many are similar 
to those used for more generalized gender inequalities. In many places, informal women’s support groups 
have developed. Some fulfil an important advocacy function such as providing a platform for demanding health 
resources for communities. Still, these support groups have serious limitations: they are voluntary; make even 
more work for already overworked women; and do not change gender attitudes or men’s care responsibilities. 


Possible options for resolving problems related to the care economy include: 

* cooperative day care and nutrition centres that assist women with their workload: 

e nutritional and educational assistance for orphans; 

e home care for people living with or affected by HIV, including orphans; 

e _labour-sharing and income-generating projects; 

e savings clubs and credit schemes for funeral benefits: 

e improving rural households’ access to labour, land, capital, management skills; and 
e improved technologies to make the best use of available resources. 


In low- and middle-income countries, income-generating initiatives are an integral component of the AIDS 
response. Access to these initiatives should be increased. Recent innovations include death insurance for termi- 
nally ill patients, flexible saving arrangements and emergency loans. 
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Ensuring there are adequate funds to mount an effective global response to the AIDS epidemic 
has proven difficult. However, in recent years, there has been an unprecedented increase in global 
financial resources. In 1996, when UNAIDS was launched, available AIDS funding in low- and 
middle-income countries totalled US$ 300 million. This amount represented contributions by 
bilateral donors, international nongovernmental organizations (NGOs), and the UN system, nota- 


bly the World Bank. 


By 2002, this amount had jumped to US$ 1.7 
billion. By 2003, an estimated US$ 4.7 bil- 
lion was available for the AIDS response that 
year. The latter figure also includes the steadily 
increasing funding that comes from country 
governments, and from the ‘out-of-pocket’ 
spending by directly affected individuals and 
families. Yet, this amount is less than half of 
what is required by 2005, and only a quarter 
of what will be required by 2007 to mount a 
comprehensive response to AIDS in low- and 
middle-income countries. 


At the same time, even though more and more 
money has become available to respond to 
AIDS, in many heavily affected countries it 1s 
clear there are serious bottlenecks to spending 
it effectively. These blockages include lack of 
human and institutional capacity, the persis- 
tent negative effects of stigma and discrimi- 
nation, shortfalls in political commitment, 
slow transfer of funds from national to local 
and community levels, inadequate accounting 
and auditing mechanisms, and inconsistent 
bureaucratic funding processes of the global 
donor community. 


The ongoing funding shortage, and structural 
and policy deficiencies, are primarily respon- 
sible for the still inadequate AIDS response. 
Less than 20% of people in low- and middle- 


income countries who need prevention pro- 
grammes have access to them; funds are not 
channelled to those who can use them most 
effectively in the AIDS response; and only 
7% of people in these countries who need 
antiretroviral treatment receive it. For instance, 
only 3% of those who need treatment in sub- 
Saharan Africa can obtain it. 


These experiences carry one crucial message for 
the world: increase resources to match the need 
and remove the bottlenecks, or the AIDS epi- 
demic will not be reversed and stopped. 


AIDS spending disparities 


AIDS spending in the Latin America and 
Caribbean region looks large compared to that 
of sub-Saharan Africa, but it is small compared 
to spending in the United States of America. 
In 2000, the United States Government spent 
US$ 10.8 billion domestically on AIDS, 
which represents over US$ 13 000 per person 
living with HIV; per person spending rises to 
over US$ 30 000 when private expenditure is 
added (WHO, 2000; WHO, 2001). A check 
on the credibility of this seemingly high spend- 
ing level is provided by an analysis of spending 
on AIDS patients in the United States, which 
projected that expenditure would average 


|e 
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e Important progress has been made in raising additiona 
spending is less than half of the US$ 12 billion need 


contributed 50% and the remainder came from 
spending by individuals and families. 


@ |n 2003, the Global Fund to Fight AIDS, T 
countries. Pledges to the Global Fund throug 
support continues to grow. However, this wi 
HIV and AIDS. 


° Vaccines and microbicides are global public goo 
on AIDS vaccine research was US$ 570 million w 


almost US$ 36 000 per patient (Graydon, = middle-income countries by 2005—a figure 
2000). that is expected to rise to US$ 20 billion annu- 
ally by 2007 (see Figure 35) (Hankins et al., 
2004). The good news is that global AIDS 
spending in these countries increased more 
@ Spending in sub-Saharan Africa, while than ninefold between 1996 and 2002. The 

increasing, is so minuscule as to leave mil- _ challenge now is to more than double current 

lions without care and support; spending within just two years, and to main- 
tain high levels of commitment over the long 


term (UNAIDS, 2003a). 


In fact, all evidence points to enormous global 
disparities in AIDS spending: 


@ People living with HIV in middle-income 
Latin American and Caribbean coun- 
tries do far better than their sub-Saharan Total resources needed 
African counterparts, but poor targeting of 
funds results in a less-efficient service mix The global resources needed by 2005 and 2007 
than might be possible; for a comprehensive response have been esti- 

mated for each of 135 low- and middle-income 

countries. Such a response would include 19 

prevention activities, six treatment and care 


@ Spending per person living with HIV in 
the United States exceeds that in the Latin 


America and Caribbean region by a factor 


of 35, and it is 1000 times higher than in services, and three types of orphan support. 
Africa. HIV prevalence and other epidemiological data 


determine the size and characteristics of the 
UNAIDS estimates that US$ 12 billion will target population for each service, and help set 
need to be spent annually on AIDS inlow- and __ realistic goals for coverage. 
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HIV prevention activities Estimating global resources 


@ Mass medi ? é ods 
media campaigns UNAIDS, in partnership with the Futures Group 
@ Voluntary counselling and testing and with support from the Inter-American 
® Condom social marketing Development Bank, the World Bank and the Asian 
Development Bank, organized nine regional and 
. - 
School-based AIDS education subregional workshops between January 2002 
@ Peer education for out-of-school youth and April 2004 to train country teams in the meth- 
@ Outreach programmes for sex workers and their odology and models used to estimate required 
cieviie resources. Seventy-eight country teams at these 
ties ; : i workshops, which included over 155 specialists, 
Nas PCaraniNes TOF MEN. WhO. Nave SEX provided country-specific estimates of unit costs 
with men and population sizes for key populations at higher 
@ Harm-reduction programmes for injecting drug users risk of HIV exposure. Together, country specialists 
@ Prevention programmes for special populations and UNAIDS experts estimated resource needs, 
(prisoners, migrants, truck drivers, etc.) revealing spending” gaps’ and helping set ayer 
priorities. 
@ Public sector condom promotion and distribution 
@ Treatment of sexually transmitted infections 
@ Prevention programmes for people living with HIV : n. 
bi poe : Except for in-service training of teachers and health 
@ Workplace prevention programmes personnel, along with some laboratory strengthen- 
@ Prevention of mother-to-child transmission ing, these estimated figures do include resources 
@ Post-exposure prophylaxis for further building human resource capacity or 
@ Saaniedeal nections strengthening infrastructure required to deliver 
the services. Thus the country estimates, when 
i al acca maa combined, give a global figure that represents the 
@ Blood safety minimum required to achieve the goals agreed at 
@ Other prevention programmes the 2001 UN General Assembly Special Session on 
Ayre HIV/AIDS (UNAIDS, 2003a). 
AIDS treatment and care activities Figure 35 
pile wu nas Projected annual HIV and AIDS financing needs 
® Diagnosis of HIV infection by region, 2004-2007 (in US$ million) 
@ Treatment of opportunistic infections 20,000 — 
Latin America and 
@ Prophylaxis for opportunistic infections the Caribbean 
@ Antiretroviral therapy aoe "and Oxi 
@ Laboratory services for monitoring treatment he ee and 
Orphan support . 


@ South and 
South-East Asia 


@ Community support for orphan care 5,000 
@ Orphanage support 


@ School fee support for orphans 0 


m@ Sub-Saharan 
Africa 


2004 2005 2006 2007 
Source: UNAIDS, 2004 
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Global resources needed for prevention, orphan care, 
care and treatment and administration and research 


2004-2007 (in US$ million) | 


@ Prevention @ Orphan care m Care & treatment 


mw Admin & Research 


@ Patient cost—counselling and 
diagnostic testing, condom distri- 
bution to patients, antiretroviral 
drugs, treatment and prophylaxis 
of opportunistic infections, palli- 


2004 - 2005 2006 


Source: UNAIDS, 2004 


Figure 36 


WHO and UNAIDS set a target for 
treatment 


At the UN General Assembly in September 
2003, the Director-General of the World 
Health Organization (WHO) and _ the 
Executive Director of UNAIDS called the lack 
of access to HIV treatment a ‘global health 
emergency’. At that time, only 400 000 of the 
five to six million HIV-positive people in low- 
and middle-income countries who needed anti- 
retroviral therapy were receiving it. Moreover, 
the slow delivery rate meant no more than 
one million were likely to be on treatment by 


2005. 


To triple this number to three million on anti- 
retroviral therapy by the end of 2005, WHO 
and UNAIDS called for an international effort 
to build on the vision and solid foundations 
laid by pioneering low- and middle-income 
country programmes. To achieve the ‘3 by 
5’ target, US$ 5.5 billion is needed in 2004- 
2005—about 80% of the funds required glob- 
ally for treatment and care in 2004-2005 (see 
‘Treatment’ chapter) (Gutiérrez et al., 2004). 


This amount covers direct support to the treat- 
ment programme, including: 


2007 


ative care, and laboratory tests for 
patients showing signs of toxicity; 


cost—strength- 
training and 


@ Programme 

ening in-service 
recruitment of doctors, nurses, 
community health workers and 
volunteers; supervision and monitoring; 
drug distribution systems; universal pre- 
cautions; post-exposure prophylaxis; and, 
in some countries, purchase of diagnostics 


technology. 


As of early 2004, national governments; the 
Global Fund to Fight AIDS, Tuberculosis and 
Malaria; the World Bank; the United States 
President's Emergency Plan for AIDS Relief, 
and other bilateral donors and foundations 
had pledged just over US$ 2 billion to scale 
up antiretroviral treatment access in 34 of the 
hardest-hit countries by the end of 2005, leav- 
ing a shortfall of US$ 3.5 billion. 


However, there are huge country-level varia- 
tions: some countries already have the funds 
to cover their proposed treatment targets, while 
others have large funding gaps. Further work 
is required to estimate the long-term costs of 
antiretroviral therapy, as well as the direct and 
indirect benefits of investing in treatment scale 
up, and to determine mechanisms for ensuring 
sustainability. 


In comparison, for all low- and middle-income 
countries, based on 2002 spending, the annual 
prevention funding gap is an estimated US$ 3.8 
billion for 2005 alone (Global HIV Prevention 
Working Group, 2003). 
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Paying for antiretrovirals: lack of equity 


“| can take these tablets, because on the,salary | earn as a judge, | am able to afford their cost ... In this | 
exist as a living embodiment of the inequity of drug availability and access in Africa ... My presence here 
embodies the injustices of AIDS in Africa because, on a continent in which 290 million Africans survive 
on less than one US dollar a day, | can afford monthly medication costs of about US$ 400 per month. 
Amidst the poverty of Africa, | stand before you because | am able to purchase health and vigour. | am 
here because | can afford to pay for life itself.” - Mr Justice Edwin Cameron, High Court of Johannesburg, 


South Africa 


Institutional spending for HIV and AIDS 1996-2002 
(US$ disbursements in millions) 


© Domestic 


@ Private 


USo millions 


w UN System 


Bilateral 


1997 1998 1999 2000 2001 2002 


Source: UNAIDS, Resource Tracking Consortium 


Figure 37 


How to meet global resource needs 


Five funding streams constitute the flow of 
resources needed to mount a comprehensive 
response to the epidemic in low- and middle- 
income countries: domestic spending, bilateral 
funding, UN-system support (including the 
World Bank), the Global Fund, and the private 
sector, including foundations. Two-thirds of 
global funding for 2005 and subsequent years 
is expected to come from the international 
community. Most of this money will be spent 
to meet the needs of the poorest and worst- 
affected countries of Asia and sub-Saharan 
Africa. Those countries will rely on external 
donors to meet up to 80% of their needs. 
Elsewhere, the major share of AIDS resources 
is expected to come from domestic sources, 
including national governments, civil society, 
the business sector, and out-of-pocket expendi- 
tures by affected individuals and families. 


Domestic spending—both public 
sector and ‘out-of-pocket’ 


Public sector 


UNAIDS estimates that total domestic gov- 
ernment spending on AIDS programmes in 
2002 by 58 low- and middle-income coun- 
tries reporting data for three years was about 
US$ 995 million—twice the amount docu- 
mented in 1999 (UNAIDS, 2003c). A number 
of countries have increased their AIDS spend- 
ing, sometimes dramatically. 


For example, South Africa has the largest 
number of HIV-positive people in the world, 
and has raised AIDS spending in the national 
budget for 2003-2004 by 86% in nominal 
terms over the previous financial year (Hickey, 
2004). Its provinces have also increased the 
proportion of discretionary health funds they 
spend on AIDS from 0.74% in the 2002-2003 
budget to 1.22% in 2003-2004 (Hickey, 
2003). China, too, has significantly increased 
AIDS spending. In 2001, China committed 
approximately US$ 300 million to dealing with 
the epidemic. In 2003, this rose to US$ 1.2 bil- 
lion (UN/MOH China, 2003). 


In Eastern Europe and Central Asia, it would 
take only 2—3% of total projected 2007 regional 
health expenditures to meet the coverage targets 
set for HIV prevention and treatment and care 
activities for that year. Although countries have 
embarked on radically reforming their health 
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systems, roughly eight out of every ten dol- — 
lars spent on health is currently absorbed by 
a legacy of the past—an expensive and crum- — 


bling hospital-based system. This leaves few _ 


resources for prevention activities to address 


any disease. As things stand now, toreach the 


2007 AIDS spending targets, these countries 


would have to increase their currently allo- 


cated funds by around 30% each year (The 


Futures Group, 2003). 
The Global HIV Prevention Working Group 


estimates countries in North Africa and the 
Middle East need to spend about 10 times their 
2002 spending to tackle the epidemic (Global 
HIV Prevention Working Group, 2003). 


By 2000, the Latin America and Caribbean 
region raised 98% of its AIDS funds from 
domestic sources, and prospects look good for 
the region to pay its own way through to 2007. 
It would take just 1% of total health spending 
to meet 2007 coverage targets for HIV preven- 
tion and care. However, the region’s poorest 
countries are likely to need substantial external 


donor support (Inter-American Development 
Bank, 2003). 


In Africa, at the 2001 Abuja summit meeting 
of the Organization of African Unity, coun- 
tries pledged to gradually increase their health 
spending to 15% of their national budgets. If 
this target were to be met by 2007, it would 
take about 3% of 2007 health spending to 
tackle AIDS in the region. However, in Africa, 
as everywhere, AIDS is just one of many com- 
peting priorities, and health spending fluctu- 
ates yearly. So far, only a few countries (Chad, 
the Central African Republic, Mozambique, 
Uganda and the United Republic of Tanzania) 
have met the 15% target at any point. 


In many African countries, foreign aid supports 
the national budget, so health allocations do 
not necessarily represent funds raised exclusively 


from domestic sources. For example, a Human 
Sciences Research Council report states more 
than half of government AIDS spending in 
Mozambique comes from external sources 
(Martin, 2003). 


In the final analysis, relying on external finan- 
cial support for AIDS activities raises the issue 
of long-term  sustainability—an__ especially 
important consideration for antiretroviral treat- 
ment programmes. 


How much are people paying out of 
their own pockets? 


Only a handful of countries, mostly in Latin 
America, have systematically collected infor- 
mation on out-of-pocket AIDS spending. But 
this information offers only a glimpse of the 
whole picture, and suggests massive amounts 
of money are spent by individual households 
on their own HIV-related health care. In 2002, 
in 14 Latin American countries, out-of-pocket 
spending accounted for between 17% and 24% 
of total AIDS spending (see Figure 38). In parts 
of Africa, this figure is estimated to be much 
higher, even though total expenditure falls far 
short of countries’ estimated needs. 


In every resource-poor country that has a 
generalized epidemic, out-of-pocket expenses 
represent a substantial share of total health 
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The personal cost of treatment: Rebecca’s story 


Rebecca lives in Kampala, Uganda, with 12 members of her extended family. In 1992, after many months 
of illness, her husband died of AIDS. She nursed him throughout and did not realize that he had AIDS 
because he denied it. But when her young son Julius got sick with tuberculosis, she and he were tested 
for HIV and discovered they were both infected. In 2001, Rebecca became very sick, and her family per- 
suaded the doctors to put her on antiretroviral; they had already lost four family members to AIDS. 


Paying for the drugs is a struggle. A British woman heard of Rebecca through an NGO, and helps by 
sending donations whenever she can. But Rebecca still lives with chronic uncertainty as the bills keep 
coming. One of her recent pharmaceutical receipts is for 376 950 Ugandan shillings (US$ 190). In addition 
to the drugs, she has to pay 10 000 shillings (US$ 5) for each consultation, and 50 000 shillings (US$ 25) 
for a CD4 count test. Travel to and from the clinic costs her 3000 shillings (US$ 1.50). Julius is not yet on 
antiretrovirals, but requires opportunistic infection treatment from time to time, and this, too, costs money. 
The large family currently survives on the wages of Rebecca’s brother, who is a driver, and her sister, who 


is a teacher. Two other married sisters living elsewhere also contribute (UNAIDS, 2003b). 


expenditures on AIDS, ranging from 41% 
in Kenya (2002), to 93% in Rwanda (1998). 
These figures provide alarming evidence of the 
financial burden of AIDS on households. In 
Kenya, households with at least one HIV-posi- 
tive person spend four times more on health 
care than unaffected households. In Rwanda, 
66% of households received assistance from 
their church or family, 18% borrowed from 
family or friends, and 5% sold assets to cope 
with HIV-related expenditures. 


Average figures mask inequities in expenditure 
patterns among population groups. In Rwanda, 
estimates of out-of-pocket expenditures on 
HIV and AIDS show that the wealthiest 20% 
of the population spend 13 times more than the 
poorest 20%, and men spend 2.6 times more 
than women. In Kenya, the wealthiest 20% of 
the population spend 10 times more than the 
poorest. These differences are reflected in wide 
disparities in treatment and care access. 


In 2003, AIDS out-of-pocket spending is likely 
to have exceeded US$ 1 billion worldwide 
(UNAIDS, 2003a). Regional differences in 
the proportion of health-care resource needs 
met through out-of-pocket spending appear 
inversely related to government health-care 
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expenditure. This means individual households 
are likely to pay out of their own pockets when 
public-health-sector infrastructure is weak. 


Bilateral funding for AIDS 


In 2003, high-income countries were projected 
to spend about US$ 3.6 billion to help low- 
and middle income countries tackle AIDS— 
20% more than 2002. In early 2003, President 
George W. Bush proposed that the United 
States commit US$ 15 billion to respond to 
AIDS in low- and middle-income countries 
over a five-year period to 2008. About US$ 9 
billion of this is new money and is earmarked 
for 12 African countries, plus Guyana and 
Haiti. The rest will support ongoing AIDS 
activities in other low- and middle-income 
countries. One billion US dollars of the new 
money has been pledged to the Global Fund. 
The US President's Emergency Plan began 
spending the money in 2004, and allocated 
US$ 2.4 billion for the first year. 


The benefit of investing early to avoid higher 
costs later is particularly obvious in the case of 
AIDS. Most industrialized countries will need 
to propose bold increases in their direct assis- 
tance to poorer countries for HIV and AIDS 


UNAIDS 


Projected disbursements on HIV and AIDS by top bilateral donors 


Source: Progress report on the global response to the HIV/AIDS epidemic, 2003. Follow-up to the 2001 United Nations 
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General Assembly Special Session on HIV/AIDS 
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programmes. For maximum impact, these 
must be additional resources, and not funds 
diverted from other priority development pro- 
grammes aimed at reaching the Millennium 
Development Goals. 


Forty years ago, the Organisation for Economic 
Co-operation and Development (OECD) 
called for high-income countries to contribute 
at least 0.7% of their gross national product 
to official development assistance. This move 
was subsequently adopted by UN Member 

States. However, only five countries have 

met this target: Denmark, Luxembourg, the 

Netherlands, Norway and Sweden. There has 

been renewed global commitment to work 

in partnership to achieve the Millennium 

Development Goals, and to overcome con- 

ditions fuelling the AIDS epidemic, such as 

poverty, hunger and inequality. However, the 

shortfall in resources remains significant. 


The 2002 Monterrey Conference on Financing 
for Development marked a new step towards 
international burden-sharing to meet key 
global development challenges. Participating 
countries made pledges that would translate 
into an increased official development assis- 
tance resource flow from US$ 58 billion in 


Germany 6.5% ($107m) 

Japan 5.2% ($85m) 

Canada 4.0% ($66m) 

EC 4.0% ($65m) 
Netherlands 4.0% ($65m) 
Norway 3.1% ($51m) 


Ireland 2.4% ($40m) 


Australia 2.4% ($39m) 


a France 1.5% ($25m) 


Other 2.4% ($40m) 


2002, to US$ 75 billion in 2006 
(or from 0.23% to 0.29% of gross 
national income, which is the 
total domestic and foreign income 
claimed by the residents of the 
economy). This would provide 
significant additional funds, but 
it still falls abysmally short of the 


‘0.7% commitment. 


Italy 1.5% ($25m) 


All stakeholders need to continue 
exploring innovative ways of rais- 
ing domestic and international 
resources to deal with shared 
concerns about the developmen- 
tal, economic, social and political 
impact of AIDS. In the most-affected coun- 
tries, AIDS has taken its toll on essential devel- 
opment resources and capacities. However, 
investing in HIV prevention, AIDS treatment, 
and impact mitigation has proven to be good 
development practice and, in some countries, 
an imperative of national survival. 


Effectively using increased official development 
assistance resources calls for all involved to 
fully recognize the developmental dimensions 


Figure 


Net Official Development Assistance (ODA) as 
percentage of gross national income (GNI): 2003 
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of AIDS, as well as the AIDS dimension of 
development. UNAIDS supports the need to 
strengthen national capacity to move towards 
AIDS-sensitive budgeting and to use funds effi- 
ciently and effectively. It also supports donor 
efforts to harmonize practices to reduce trans- 
action costs. Regular development work forms 
the basis for virtually all HIV interventions: 
addressing poverty and inequity; strengthening 
physical infrastructure; and building capacity. 


UN-system sources, including World 
Bank grants 


Twenty-nine UN agencies are engaged in the 
AIDS response, nine of which are UNAIDS 
Cosponsors (see ‘Overcoming AIDS’ chapter). 
Cosponsors devote funding to AIDS and par- 
ticipate in the Unified Budget and Workplan 
of UNAIDS. 


Among UN-system funding sources, the World 
Bank is the biggest source of AIDS funding 
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for low-income countries. World Bank 
loans for HIV can be considerable, as 
in the cases of Brazil and India. They 
are considered to be domestic resources, 
since countries must pay them back. 


World Bank grants are direct multi- 
lateral contributions to meet resource 
needs for a comprehensive AIDS 
approach. Since September 2002, 
International Development Association 
countries have received these grants. 
These are relatively poor countries 
(with less than US$ 86 in gross 
national income per capita per year) 
that need concessional resources, and 
have implemented social polices that 
promote growth and reduce poverty. 


Through its Multi-Country AIDS 
Programme, the World Bank has approved 
US$ 1 billion in grants or interest-free loans 
to support AIDS programmes in sub-Saharan 
Africa. The Programme began in 2000 as the 
first phase of a long-term commitment to 
directly finance AIDS initiatives. It finds new 
and imaginative ways to get funds to front-line 
implementers. It especially emphasizes com- 
munity projects and a minimum of bureau- 
cratic hurdles. By January 2004, US$ 822.3 
million had been committed to 24 countries 
in the region; US$ 170.6 million had been 
disbursed. The Programme has committed a 
further US$ 16.6 million to subregional and 


cross-border projects. 


In the Caribbean, the Bank has started a simi- 
lar initiative in which US$ 155 million will be 
disbursed in the form of five-year loans. By 
January 2004, more than US$ 85 million 
had been committed to five countries, of which 
nearly US$ 10.5 million had been disbursed 
(World Bank, 2003). In 2003, the World Bank 
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approved a US $100 million loan to — 
Brazil for responding to AIDS and — 
sexually transmitted infections, bring- 
ing the Bank’s commitment to Brazil's _ 
epidemic to US$ 430 million. The 
Government of Brazil is also contrib- 
uting US$ 100 million. 


In addition to its Multi-Country J 
AIDS Programme, the Bank helps _ 
finance a wide variety of AIDS pro- _ 
grammes in 25 countries; commit- — 
ments for 2003 alone amounted to © 
just over US$ 213 million. Most of — 
this money is given as a loan rather — 
than a grant. 


The Global Fund to Fight 
AIDS, Tuberculosis and Malaria 


In January 2002, the Global Fund to Fight 
AIDS, Tuberculosis and Malaria was set up 
as a partnership between governments, civil 
society and the private sector. Its mandate is 
to provide new money and create new ways 
to disburse funds to fight the three diseases 
that, between them, kill more than six million 
people every year. 


By the end of 2003, the Global Fund had 
approved 227 grants totalling US$ 2.1 billion 
in 124 countries and had already disbursed 
US$ 232 million (Global Fund, 2004). About 
60% of these funds are earmarked for AIDS 
programmes, 23% go to malaria, and 17% 
to tuberculosis. All low- and middle-income 
countries have benefited, but, to date, sub- 
Saharan Africa has received 60% of the grant 
money. This region has the greatest disease 
burden and the scarcest resources. 


By January 2004, almost US$5 billion had 
been pledged up to 2008 and beyond; US$ 2.1 
billion had been actually paid into the Global 
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Fund's bank account. In 2004, the Global Fund 
was due to receive another US$ 1.2 billion of 
the money pledged—around US$ 400 million 
less than it predicted would be needed to cover 
its commitments for the year (Global Fund, 
2004a). The immediate shortfall will have to be 
resolved by high-income countries. 


In the long run, the Global Fund is also looking 
to increase donations from private sector foun- 
dations and individuals to help meet its needs 
(Cashel and Rivers, 2003). Currently, only 2% 
of its funds come from the private sector; the 
remaining 98% are pledged by governments 


(Global Fund, 2003). 


However, money from all sources is coming in 
very slowly. To help ease the uncertainty under 
which the Fund operates, 100 NGOs around 
the world started the ‘Fund the Fund’ coalition, a 
campaign for regular and committed Global Fund 
supporters. From 2004, the Global Fund will 
conduct one round of grant proposals annually, 


subject to funding availability. 
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Total contributions received: 


The concept of ‘additionality’ is the Fund’s key 
principle. This means its resources domple- 
ment, but never replace, budgeted funding. It 
implies that donations are expected to be new 
money, not funds diverted from existing aid 
budgets. At the country level, donations should 
add to whatever has been budgeted from 
other sources, not used to release earmarked 
AIDS funds for spending on other priorities. 
However, this principle has not always been 
honoured. Sometimes, Global Fund contri- 
butions have been taken out of development 
assistance budgets, or have been considered 
by a number of African countries to be within 
expenditure allocations. 


The private sector, including 
foundations and NGOs 


Foundations 


A 2002 survey of top United States grant- 
providers by Funders Concerned about AIDS 
affords a snapshot of foundation contributions 
(see Figure 43). The figures include donations 
to domestic and international programmes, 
but roughly 63% of the money from the top 
10 foundations is spent abroad. Available data 
suggest the 2002 commitment is significantly 
less than in 2001—the year that saw the high- 
est-ever commitment from international foun- 
dations. But donations are frequently intended 
to cover several years, so it is difficult to identify 
exactly what is spent in any one period. 


International nongovernmental 
organizations 


In 2002, selected international NGOs con- 
tributed an estimated US$ 95.5 million to the 
AIDS response. These funds come from char- 
ity donations, private households, foundations 
(other than the top United States grant-pro- 
viders) and governments. 
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United Nations Foundation 
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Robert Wood Johnson Foundation 
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Broadway Cares/Equity Fight AIDS 


Source: Funders concerned about AIDS, Report on HIV/AIDS 
grantmaking by US philathropy, 2003. 


The business community 


In countries where HIV prevalence is high, 
some industries are experiencing a haemorrhag- 
ing of labour and skills, as workers succumb 
to AIDS and drop out of employment or die. 
Many businesses, too, find themselves bur- 
dened with rising costs for health care, pensions 
and training new staff. 


About 4% of global AIDS resource needs are 
for workplace activities. Here, too, it is difficult 
to assess the level of commitment because 
information on social spending by compa- 
nies is not systematically reported. However, 
a recent UNAIDS-supported survey by the 
United Nations Research Institute for Social 
Development suggested 21% of the top 
transnational corporations have workplace 
AIDS programmes of some kind. Both the 
Global Business Coalition on HIV/AIDS 
and the Global Health Initiative of the World 


Economic Forum encourage greater private 
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sector involvement in responding to the epi- 
demic (see ‘National Responses’ and “Treatment’ 
chapters). Between them, they have more than 
150 members (UNAIDS, 2003c; Global 
Business Coalition on HIV/AIDS, 2001). 


Resources for vaccine and microbicide 
research and development 


Private funding alone cannot advance research 
to develop prevention technologies, such as 
vaccines and microbicides. Such products will 
need to be priced so that people around the 
world with little disposable income can afford 
them. Up-front public investment is required 
to develop these products and ensure there are 
markets for the developed goods. 


Products such as vaccines and microbicides are 
excellent examples of ‘global public goods — 
i.e., goods that benefit others beyond those 
who use them directly. Therefore, global public 
goods can be judged to be highly eligible for 
public support to complement private invest- 
ment. In the case of HIV-prevention tech- 
nologies, each prevented infection cuts off a 
potential chain of infections resulting from the 
primary infection. 


The major public partners currently funding 
clinical trials research in low- and middle-income 
countries include the National Institutes for 
Health (United States of America), the Medical 
Research Council (the United Kingdom), the 
Agence nationale de recherches sur le sida 
(France), and the European and Developing 
Countries Clinical Trials Partnership. 


Despite many challenges in gathering the data, 
the International AIDS Vaccine Initiative has 
established roughly how much is spent globally 
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on researching and developing AIDS vaccines. 
For 2002, the latest year of its analysis, the pre- 
liminary estimate is US$ 540-570 million—an 
increase of around US$ 100 million on its 
2001 estimate. Of this, the private sector's share 
is less than one-quarter; the pharmaceutical 
industry contributes 14%, and the biotechnol- 


ogy industry 7%. 


According to the International AIDS Vaccine 
Initiative, public sector investment in vaccine 
research looks set to expand. However, overall 
funding is not keeping up with the challenges. 
The Initiative forecasts that investment by 
innovator drug companies and the biotechnol- 
ogy industry will decline as costs of research 
and development rise, the US economy strug- 
gles, and biotechnology companies have diffi- 
culty raising new venture capital (International 
AIDS Vaccine Initiative, 2003). 


Research funding for developing microbicides 
is tracked by the Alliance for Microbicide 
Development. The microbicide field differs from 
others addressing neglected public-health tech- 
nologies. This is because virtually all the product 
developers are small biotechnology companies, 
non-profit organizations, and academic institu- 


tions with limited funding and capacity. 


Of the 40 potential microbicides being devel- 
oped in 2004, only one had a major pharma- 
ceutical company sponsor (Tibotec, a Johnson 
and Johnson company) which is working with 
the International Partnership for Microbicides. 
In 2003, almost US$ 79 million was committed 
to microbicide research, with over half coming 
from the United States, and the remainder from 
philanthropic organizations and other bilateral 
donors and multilateral agencies. 
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Funding by philanthropic organizations $26 938 920 $24 036 874 $2 993 180 $63 000 000 
Funding by selected countries and agencies* $350 000 imma dao $67 435 262 $4 822 117 
Funding by the United States $34 635 492 $61 266 031 $75 280 722 $78 771 000 


* Canada, Denmark, France, Ireland, Netherlands, Norway, United Kingdom, UNFPA, World Bank 


Source: Lamphear TL. Funding for microbicides: An overview chart. Alliance for Microbicide Development, March 2004. 


Translating funding into action Global Resource Tracking Consortium for 
confronting programming AIDS, composed of international experts in 
bottlenecks @ develops strategies to improve the pro- 


cess of collecting data on global resource 
flows to meet targets in the 2001 UN 
Declaration of Commitment on AIDS, 
and the Millennium Development Goals; 


To get ahead of the epidemic, resources need to 
be delivered to where they are most needed and 
used in a ‘smarter’ way—more efficiently and 
effectively. But getting a clear picture of where 
AIDS funds are going, and how they are being  @ identifies gaps, duplication of efforts, and 
spent, is tantamount to a forensic exercise—a comparative advantages between organiza- 
matter of digging around in the financial tions collecting data; 


records of government departments, institutes hie: At) Se 
@ identifies key strategic priorities for track- 


and organizations searching for information 
ing resource flows in the future; 


that is specific to AIDS. Keeping systematic 


records of financial in- and out-flows is vitally © @ reaches consensus on methodologies 
important for planning purposes. But tracking and definitions used in collecting AIDS 
AIDS resources is currently a low priority in resource flow data; 


most-affected areas, and is poorly developed, or 


@ streamlines the interpretation and commu- 
not done at all. 


nication of data; 


Tracking resource flows and linking @ ensures that methods and data sources used 
these with monitoring and evaluation for estimating global resource flows are 
efforts consistent and complementary with those 


used for economic and epidemiological 


Since 1998, UNAIDS has been collecting 
critical data on the sources of funding and how 
funds are applied in responding to AIDS. The — At the same time, UNAIDS has called for 


modelling. 


key to encouraging a regular and assured flow increased country and global focus and invest- 
of funds from all sources is information which = ment to monitor the implementation and 
demonstrates that resources are being used — impact of prevention, treatment and mitiga- 
efficiently, and are achieving results. In 2002, tion programmes. Within this advocacy role, 


as part of this effort, UNAIDS established a UNAIDS works closely with international 
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partners to identify, harmonize and consis- 
tently measure the most useful information. It 
also works with countries to develop Country 
Response Information Systems to moni- 
tor progress. The 2001 UN Declaration of 
Commitment on HIV/AIDS stimulated the 
global community to monitor and compare 
progress across regions and in individual coun- 
tries. Linking impact with cost will become 
an ever more important tool as we learn how 
financial resources can best be spent. 


SIDALAC, the regional AIDS initiative for 
Latin America and the Caribbean, and Abt 
Associates—Partners Health Reform, 
facilitate decision-making by tracking resources 
spent in countries to prevent HIV spread and to 
treat HIV-related disease. In South Africa, the 
Institute for Democracy is working to encour- 
age similar processes in the African region, and 
has undertaken a comparative analysis of bud- 
gets and tracking of AIDS funds in five African 
and five Latin American countries. The project 
trains local NGOs to independently monitor 
public expenditure on AIDS. 


for 


The limitations of programming 
capacity 


Countries encounter significant problems 
when trying to scale up the response to HIV. 
There are many factors that limit programming 
capacity in low- and middle-income countries. 
These can be grouped into three broad catego- 
ries of problems: overwhelming and compet- 
ing demands for scarce resources; the struggle 
to overcome stigma and discrimination; and 
poor coordination among both domestic and 
external partners. 


Clearly, the scale of the new financing needed 
for a comprehensive response to the HIV epi- 
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demic will require a very significant increase in 
current levels of domestic spending in affected 
countries. In many of these countries, it is very 
likely that scaling up AIDS expenditure will 
encounter capacity problems. 


As Dr Ndwapi Ndwapi, head of the antiretro- 
viral programme at Botswana's Princess Marina 
Hospital has said, “Many think that accessing 
the funds to put the plan into action is the big- 
gest challenge. But once you have the money, 
you suddenly find there are seemingly insur- 
mountable challenges. The gross inefficiencies 
in the system, that have been a problem for 
some time, become so apparent when you try 
to ask the system to do something this big ... 
like putting 100 000 people on treatment” 
(IRIN, 2004). 


Human capacity in Africa 


Many African countries have seen improve- 
ments in economic growth and health provi- 
sion, but many face a growing human and 
institutional capacity crisis that hinders their 
ability to implement their development strat- 
egies and programmes to make progress on 
important development goals. 


The health and education sectors face shortages 
in personnel, a weak institutional environment, 
and problems with recruiting and deploying 
staff to rural areas. Wealthier countries are 
attracting qualified and experienced workers 
from poorer nations, which makes their capac- 
ity problems worse (see “National Responses’ 
chapter). In addition to this, a decade of 
cutbacks in social spending under structural- 
adjustment programmes has reduced the 
number of social sector staff, leaving these sec- 
tors unable to respond rapidly to the demands 


of AIDS. The resulting high workload for exist- 
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ing personnel has meant poor working condi- _ tional funding for HIV and AIDS is to be used 
tions leading to low staff morale. . for additional spending, otherwise displace- 
ee pat ment is inevitable to the detriment of overall 
Capacity in every sector—public, private, and development 

in civil society. Building this capacity in Africa Public expenditure ceilings are limits to expen- 
is now almost universally seen as a prerequisite  diture within different sectors of an economy. 
for meeting the Millennium Development In the 1970s and 1980s, caps on social spend- 
Goals in general, and for overcoming AIDS in ing, in particular, were a principal feature of 
particular. structural adjustment programmes called for 


by the International Monetary Fund and the 
World Bank as a condition for concessional 
borrowing of money by low- and middle- 
income countries. Caps were considered a 
necessary discipline to mend ailing economies, 
promote growth and ease poverty in the long 
run by curbing inflation. But when they were 
seen to intensify the hardship of the poor, they 
came under intense criticism and were dropped 
as a specific condition for financial assistance. 


The extent of human capacity problems criti- 
cally depends on the way in which funds are 
allocated, both between countries and within 
countries. An equitable strategy would direct 
expenditure towards identified funding gaps — 
i.e., it would be needs-based. Currently, there 
is a temptation to direct funding primarily to 
countries perceived as having greater capacity 
to spend the money in the short term. But 
this would leave out some countries that are 
most needy precisely because of the greater 
impact of AIDS. A more equitable strategy is 
to address capacity problems in the countries 
with greatest need through targeted invest- 
ments in both human capital and physical 


Nevertheless they exist de facto in many 
countries as a by-product of Medium Term 
Expenditure Frameworks. These frameworks 
are countries’ detailed financial plans, required 
to show the Fund and World Bank that they 
can balance their books and keep the macro- 
economy on track. They are often included in, 
If funding is targeted towards overcoming or referred to, by Poverty Reduction Strategy 


infrastructure. 


capacity constraints in the most needy countries, Papers, which are the basis on which public 
it will yield long-term tangible and sustainable debt relief is granted and much foreign aid is 
benefits for the well-being of partner countries. given. Low- and middle-income country gov- 

ernments are caught in conflicting pressures. 
The problem of displacement of They are exhorted to limit social spending in 
funding and expenditure ceilings order to avoid damaging inflationary conse- 


quences, and yet are expected to ignore such 


It is an unfortunate reality that budgeting pro- pressures in the case of Global Fund or other 


cedures too often may mean that new funds 


earmarked money. 
for HIV and AIDS can draw resources away 


from other activities, either at country level, It is time to radically rethink how best to fund 
or at donor level. Therefore, all parties need to comprehensive country HIV programming. 
commit themselves to the principle that addi- International financial institutions need to 
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create mechanisms that alleviate countries 
debt-service payments so they can devote 
additional resources to their AIDS response. 
The short-term inflationary effects of increased 
and additional resources applied in tackling the 
HIV epidemic pale in comparison with what 
will be the long-term effects of half-hearted 
responses on the economies of hard-hit coun- 
tries. AIDS is an exceptional disease; it requires 


an exceptional response. 


The issue of stigma and 
discrimination—a demand constraint 


The problem of stigma and discrimination has 
long been recognized as a constraint to identi- 
fying who needs prevention, care or treatment 
services. Most people infected with HIV are 
not aware of their HIV status. Social stigma 
inhibits people from wanting to know their 
status and it prevents them from acting on pre- 
vention messages for fear of being identified 
as HIV positive. Countries such as Botswana, 
which introduced a programme of free treat- 
ment, found initially that fewer people than 
expected came forward for treatment services. 


Further, stigma acts as a constraint on funds 
getting to where they are needed. Data from 
Latin America, the Caribbean, and Eastern 
Europe suggest that public attitudes and 
legal constraints may hinder activity-fund- 
ing from being channelled to people working 
with stigmatized groups. This compounds the 
major hurdle of proposal writing experienced 
by community groups that have little knowl- 
edge or experience of how the system works. 
This hurdle is made worse when donors keep 
changing their rules and demands. 


Such groups often have difficulty, too, in 
meeting requirements for accounting and 
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record keeping, and many lack the capacity 
to efficiently use the money that comes their 
way. It is also true that major donors are rarely 
geared up to disburse the kind of tiny sums 
that are all that are required, or can be man- 
aged, by very many people on the front line of 
the epidemic—the woman running a home for 
a few of her neighbours’ orphaned children; 
the man offering apprenticeships to youngsters 
who have had to drop out of school; or the 
hairdresser wanting to print leaflets on HIV to 
hand out in her salon. 


The problems of stigma and social attitudes 
can be overcome. Concerted efforts in Brazil 
have clearly shown that a sustained campaign 
of access to treatment can reduce stigma by 
providing people with hope. The experience 
of Uganda further shows that stigma can be 
reduced by committed leadership. These are 
vital components of a strategy to increase pro- 
gramming capacity. 


The issue of coordination: 
the ‘Three Ones’ 


Tracking resource flows is critical to under- 
standing how resources are being used, and 
for identifying key blockages. Blockages can 
occur when the responsibility for disbursing 
AIDS funds rests with a department that lacks 
financial and programme management skills, 
or which is understaffed and overworked and 
where AIDS comes up against competing pri- 
orities. Substantial delays can result if there are 
no clear plans for AIDS activities or financing 
mechanisms in place, or no one detailed or 
trained to take special responsibility for AIDS 
(Hickey et al., 2003). 


Problems with administrative capacity can also 
be donor-created or exacerbated, particularly 
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. 
The problem of donor-driven agendas 


“In AIDS as elsewhere, program managers are often little more than data processors for donors, spend- 
ing obscene amounts of time trying to satisfy dozens of duplicative reporting requirements, and hosting 
repetitive review missions month after month. Donor-driven agendas are raising transaction costs and 
reducing programme effectiveness. It is a bit rich for donors to complain of absorptive capacity when they 
are the ones absorbing much of it.” -Dr Peter Piot, Executive Director, UNAIDS 


when governments and donors do not work 
effectively to harmonize their support to the 
greatest extent possible. Minimizing duplica- 
tion in fiduciary arrangements, monitoring 
procedures and reporting mechanisms, as 
well as conducting joint country missions can 
streamline funding and reporting flows, and 
enhance country capacity to use funds in the 
most effective and timely way possible. 


Lack of harmonization among donors at coun- 
try levels means that resources are wasted and 
people who need help do not receive it. In 
effect, lack of harmonization kills people. 


Applying the “Three Ones’ principles (see 
‘National Responses’ chapter) will result 
in adaptations that are appropriate to each 
country, situation and institution. These 
principles are fully compatible with the Rome 
Declaration on Harmonization of 25 February, 
2003 and the work on aid effectiveness and 
donor practices of the Development Assistance 
Committee of the Organisation for Economic 
Co-operation and Development. Inherent to 
these principles is a shared vision of the urgent 
need to respond to AIDS in an exceptional 
way, which supports inclusive national owner- 


ship and clearly defined accountability. 
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Mechanisms to overcome 
constraints and to channel 
funding to the programming level 


Streamlining procedures 


All domestic or international funding entities 
have a common goal. It is to ensure their funds 
are used effectively—to make the greatest pos- 
sible difference in the everyday lives of people 
who need HIV prevention, treatment and care 
services, and of people who also need measures 
to reduce the impact of AIDS on their lives. 
However, in reality, most funding efforts con- 
front bottlenecks at different levels. 


But there are many examples of efforts to stream- 
line procedures, remove barriers and facilitate 
funding flows to the programming level. Both the 
World Bank’s Multi-Country AIDS Programme 
and the more recent Global Fund to Fight AIDS, 
Tuberculosis and Malaria have given a good deal 
of thought to how they fund activities, and to 
easing or bypassing common blockages in the 
pipelines. The World Bank has pioneered new 
ways of channelling money swiftly to the front 
line, with 40% to 60% of grants currently going 
directly to the community (Cashel, 2003). 


UNAIDS 


The Bank emphasizes giving support to a 
wide range of participants at all levels in order 
to implement national action plans, and to 
create ‘financial plumbing systems’ to deliver 
funding quickly and efficiently. Countries 
applying to the Global Fund have set up 
Country Coordinating Mechanisms composed 
of representatives of interest groups from all 
levels of society under government leadership. 
The Mechanisms shape grant applications, 
make an initial selection of projects and pro- 
grammes, and put forward proposals to the 
Fund. Monies are sent directly to a ‘Principal 
Recipient’ responsible for accounting and 
reporting to the Fund, and for disbursing 
money to organizations doing the work on the 
front line. The Principal Recipient is key to 
facilitating the efficient flow of funds. 


The challenge for governments is to streamline 
official channels by identifying the bottle- 
necks, and investing in the administrative and 
programming capacity needed to use resources 


more effectively. Important steps in this regard 
include the fact that key stakeholders now 
recognize the importance of the “Three Ones’, 
and also that countries are moving towards 
better national programme coordination. 


Reallocating resources: the potential 
of debt relief 


More than one-third of the world’s HIV infected 
people—or 14 million—live in countries classi- 
fied by the World Bank as heavily burdened by 
debt. In 2002, the 42 poorest and most indebted 
countries—34 in sub-Saharan Africa—together 
owed US$ 213 billion (Hardstaff, 2003). Many 
of these countries regularly pay out more to rich 
world creditors to service their debts than they 
receive in foreign aid. In fact, debt repayments 
take a larger slice of their budgets than public 
health (Boyce, 2002; Oxfam, 2002). 


Countries with AIDS components in their 
Poverty Reduction Strategy Papers include 
Burkina Faso, Cameroon, Guinea, Malawi, 


A question of priorities: the cost of servicing debt 


Zambia has almost one million HIV-positive people, and spends 30% more on servicing its debt 


than on health. In 2000, the proportion of government revenue absorbed by debt was 20%; this was 
expected to rise to 32% in 2004 (Oxfam, 2002; World Bank/IMF/IDA, 2003). 


much (Oxfam, 2002). 


2002). 


Cameroon spends 3.5 times as much on debt repayment as on health, and Mali spends 1.6 times as 
Kenya spends US$ 0.76 per capita on AIDS, and US$ 12.92 per capita on debt repayments (Kimalu, 


The cost of implementing Malawi's national strategic plan for AIDS is around US$ 2.40 per capita per 


year. In 2002 the country transferred US$ 5 per capita to foreign creditors (Oxfam, 2002). 


The first 14 countries identified as key recipients of the United States President's Emergency Plan for 


AIDS Relief together spent US$ 9.1 billion in servicing their debt in 2001 (Ogden and Esim, 2003). 
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Mozambique, Uganda and Zambia. Deh relief 
may be a useful mechanism for programming 
funds within existing expenditure frameworks. 
However, it is usually counted as part of official 
development assistance at its full nominal value, 
and therefore is often not additional. Debt relief 
cannot play a meaningful role in reducing the 
funding gap for AIDS unless it is genuinely addi- 


tional to existing levels of foreign aid. 
Challenges of the ‘Next Agenda’ 


Turning the tide of the epidemic in low- and 
middle-income countries means mobilizing 
adequate funds to mount a comprehensive 
response to HIV. It means enhancing country 
capacity to determine resource needs in preven- 
tion, treatment and care, and impact alleviation. 
It means close and accurate resource tracking at 
country level and globally to monitor the gap 
between funds and resource needs. Civil society 
organizations, especially at the grassroots level 
where needs are the greatest, require support 
to access and effectively use funds. In addition, 
the global community needs to invest in the 
global public goods that new prevention tech- 
nologies represent. 


Turning the tide also demands more concerted 
and more effective action on a much larger 
scale than is currently the case. Donors need 
to assess carefully their fair share of contribu- 
tions to the global HIV response. The inter- 
national community needs to determine the 
relative importance and complementarity of 
the major funding streams available for chan- 
nelling resources. There should also be agree- 
ment on respective national and international 
responsibilities for financing various aspects of 
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the response. International financial institu- 
tions should think broadly and creatively about 
mechanisms to place more funds in the hands 
of countries now facing large debt-service 
payments. At the same time, action on AIDS 
should not further increase debt burdens. 


The need to act quickly against an epidemic 
that is still outstripping the global response 
means that everyone must ‘learn by doing’. 
Certain critical elements must not get lost in 
the shuffle of urgent action, including the need 
to document learning so that others can take 
advantage of it, and ensuring that procedures 
are in place to facilitate fine-tuning of working 
methods. 


Advocacy is crucial to ensure that adequate and 
sustainable financial resources are mobilized 
to scale up the AIDS response. But success 
depends on demonstrating that programming 
capacity issues can be creatively overcome, 
monies can be effectively used, the epidemic 
can be slowed, the quality of life of millions of 
people currently living with HIV substantially 
improved, and the impact on households, 
communities and countries alleviated. Future 
challenges include: 


@ Increasing the resources committed to 
the AIDS pandemic from all sources to 
the required US$ 12 billion annually by 
2005, agreeing on ‘fair share’ and creating 
mechanisms that allow funds to be spent 


effectively. 


Prompting the international community 
and countries in need to demonstrate the 
increased political commitment required 
to turn the epidemic around by: 


UNAIDS 


—mobilizing public opinion in donor 
countries through the World AIDS 
Campaign and other advocacy; 


—working out ways and means for coun- 
tries to invest more domestic funds in 
AIDS and to support secure future devel- 
opment through using mechanisms such 
as debt relief; 


—mobilizing increased commitment of 
funds and efforts to combat poverty, dis- 
crimination, powerlessness and other socio- 
economic determinants of vulnerability to 


HIV, and the effects of the AIDS epidemic. 


Identifying and removing potential bottle- 
necks in funding flows, radically improving 
mechanisms for delivering funds through 
all levels—international, national, regional, 
community and local—and harmonizing 
processes through the “Three Ones’. 
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@ Building programme capacity to demon- 


strate results by using funds efficiently and 
effectively, and monitoring performance 
and impact (spending smarter). 


Incorporating the concept of AIDS 
‘exceptionality’ into financing the AIDS 
response in countries in desperate need. 
It is time to rewrite the rules to create a 
careful programme of exceptions to the 
normal modes of financing that protect 
countries long-term economic prospects 
while facilitating urgent, effective country 


responses to AIDS. A 
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National responses 
to AIDS: 
more action needed 


UNAIDS 


The gender factor within national AIDS responses 


UN Member States pledged in the 2001 UN Declaration of Commitment on HIV/AIDS that by 2005 they would imple- 
ment national strategies that empower women to make decisions relating to their sexuality, and ensure women's 
access to HIV prevention, AIDS care and related services, including sexual and reproductive health. The 2003 UNAIDS 
Progress report on the global response to the HIV/AIDS epidemic reported 69% of countries have policies ensuring 
women's equal access to HIV prevention, AIDS care and related services. On a more practical level, the Progress 
Report asked countries for gender breakdowns for a number of key indicators. These included: accurate diagnosis of 
sexually transmitted infections; antiretroviral coverage; young people’s prevention knowledge; condom use; and the 
percentage of HIV-infected young people. Less than one in five couqtries provided these gender-related data—an 
indication that gender concerns are a minimal pre-occupation in many countries’ AIDS responses. 


Leadership and legislation needed 


National progress on gender depends on courageous leadership, carefully drafted legislation, spirited advocacy, and 
serious investment of resources. One positive leadership example is Ethiopia's recent launch of the Women’s Coalition 
Against HIV/AIDS. At a ceremony attended by some of Ethiopia's leading female figures, Prime Minister Meles Zenawi 
spoke out about the need to change Ethiopians’ gender attitudes and practices to stop the epidemic (IRIN, 2003). 


Worldwide, there are many examples of legislative reform that reduce women’s vulnerability to HIV and AIDS. Benin’s 
2003 comprehensive Law on Reproductive and Sexual Health guarantees several basic reproductive rights, including: 
equality of men and women in reproductive health matters; free choice in matters of marriage; access to reproductive 
and sexual health-care services, information and education; non-discrimination in health-care access and personal 
security. Care and non-discrimination are guaranteed to people with sexually transmitted infections, particularly HIV. 
Finally, the law criminalizes all forms of sexual violence targeting women and children, including female genital mutila- 
tion and forced marriage (NWMI, 2003). 


Other countries have concentrated on policy development. For example, Cambodia's Ministry of Women’s and Veteran's 
Affairs promotes the rights of women and girls at risk of HIV. The Ministry also spearheads gender mainstreaming within 
national development management. Its policies are closely related to initiatives such as the Partnership for Gender 
Equity Programme that brings the country more firmly in line with the Convention of the Elimination of All Forms of 
Discrimination against Women (UNDP, 2003). 


National leadership on gender is not confined to the state. Since 1988, the Society for Women and AIDS in Africa has 
advocated on behalf of women, children and families in the AIDS response. Through its semi-autonomous country 
offices, the Society strengthens the capacities of women’s groups, local nongovernmental organizations (NGOs) and 
communities to prevent, control and mitigate the epidemic’s impact. 


AIDS and education for girls: a convergence of national priorities 


Young people's reproductive and sexual health education is a key Strategy of the 2001 UN Declaration of Commitment 

on HIV/AIDS. Some 88% of countries say they have a policy to promote such efforts. However, these policies will miss 

large numbers of children—particularly girls—if they do not actually have access to schools. Female enrolment is rising, 
7 but girls still comprise 57% of children not in school (UNESCO, 2003). 


Universal access to education is essential for national development, and has been entrenched in the goals of the 1990 
Education for All Declaration and the 2000 Millennium Declaration. Both include a call for universal primary education 
by 2015 (United Nations, 2001). However, attaining this goal is under threat. The United Nations Educational, Scientific 
and Cultural Organization (UNESCO) estimates 55 of the world’s poorest nations are unlikely to reach universal pri- 
mary enrolment by 2015 (UNESCO, 2002) 


Twenty-eight of these are countries experiencing severe AIDS epidemics that further constrain education efforts. A 
recent World Bank study estimated about US$ 2.5 billion is needed annually from the international community to meet 
the 2015 Education for All universal primary education goal. In 33 African countries, the AIDS burden means an esti- 
mated additional US$ 450-560 million will be needed annually if the goal is to be met (Mingat and Bruns, 2002). This 
figure does not include care for orphans and vulnerable children or HIV-prevention efforts. 
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Low- and middle-income countries face four fundamental issues 
as they build their AIDS responses. These include the need for: 
strong leadership and concrete commitment from all sectors of government and society; 

coherence and efficiency as national and external resources are committed, used and accounted for; 
a strengthening of national capacity to absorb resources and mount effective AIDS responses; and 
the production and use of strategic information to guide policy and programming decisions. 


Since the turn of the millennium, AIDS lead- 
ership and resources have markedly increased. 
But the challenge is great; for two decades 
the epidemic has been tightening its grip on 
development. Lack of resources in low- and 
middle-income countries has hindered their 
ability to develop effective national responses to 
the AIDS epidemic. To this day, the epidemic 
is growing at a faster rate than funds can be 
raised to respond to it. In many countries with 
generalized epidemics, the challenge has shifted 
from finding additional resources to ensuring 
that new resources are efficiently absorbed 
into a growing and sustainable national AIDS 
response. A major roadblock is the lack of 
national capacity to scale up AIDS initiatives to 
critical coverage levels. In the hardest-hit coun- 
tries, AIDS-related migration, illness and death 
are draining precious governmental capacities. 
This, in turn, contributes to the epidemic’s 
spread, causes other development efforts to fail, 
and creates a vicious circle. 


In every country, HIV prevention and AIDS 
treatment and care are complex problems that 
exceed the capability of any one sector. An 
effective response requires combining strong 
national leadership and ownership, ensur- 
ing good governance, resource mobilization, 


multisectoral planning and coordination, rein- 
forcing capacity to absorb resources and imple- 
ment programmes, closely monitoring and 
evaluating the AIDS response, and significantly 
involving communities, civil society and the 
private sector. 


Bilateral and multilateral donors face their 
own challenges. An effective sustainable AIDS 
response cannot be achieved merely by giving 
countries multimillion-dollar grants, or by pro- 
viding foreign specialists. National AIDS com- 
missions frequently complain of ‘donor-driven’ 
agendas that favour narrow, short-term results, 
and ignore broader, long-term national plan- 
ning and needs. They also say human resources 
are further stretched by individual donor- 
reporting requirements that create burdensome 
paperwork. As more external stakeholders offer 
assistance, it is increasingly important to create 
donor harmonization and coherence around 
national structures, strategic plans, and moni- 
toring and evaluation systems. 


Globalizing leadership on AIDS 


Over the years, one of the greatest obstacles to 
developing effective national AIDS responses 
is a lack of political will to tackle, or even talk 
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Eastern Europe, a lack of leadership raises fears 
these countries will not adequately address the 
epidemic until it is too late. 


Elsewhere, in 2003, the world’s two most popu- 
lous countries made leadership breakthroughs. 


On World AIDS Day, Chinese Premier Wen 


In sub-Saharan Africa, the epidemic’s scale iscon- Jiabao made an unprecedented hospital visit 
vincing more leaders to take personal responsibil- during which he met AIDS patients and 
ity for implementing the national AIDS response. promised the government would protect their 
For example, Kenya's President Mwai Kibaki is _ rights, provide free schooling for their children, 
chairing a new Cabinet Action Committee on and offer free treatment for poor patients. In 
AIDS and enlisting leaders from Kenya's major July, India’s first National Convention of the 
religions to deal with stigma and discrimination. Parliamentary Forum on AIDS stressed the 
The government has also abolished school fees, need to overcome stigma. Prime Minister Atal 
which immediately helped tens of thousands of Bihari Vajpayee said it was more urgent than 
Kenyan children orphaned by AIDS. ever to deal with India’s epidemic, and he called 


for ‘openness and a complete absence of preju- 
dice towards affected persons’ (Kaiser Daily 
AIDS Report, 2003). 


Botswanas President Festus Mogae was 
instrumental in the decision to provide free 
antiretroviral medicines and develop a national 


prevention of mother-to-child-transmission pro- The Association of South-East Asian Nations 
gramme. Malawi's president, Bakili Muluzi, devised a Work Programme on HIV/AIDS for 
appointed a Minister for AIDS Health to 2003-2005. Governments and donors are sup- 
improve coordination of the national response. porting and implementing the Programme's 
In Lesotho, in March 2004, Prime Minister key initiatives, including intercountry activi- 
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ties on mobile populations and stigma and 
discrimination. In September 2003, ministers 
and senior officials from 62 countries and ter- 
ritories of the United Nations Economic and 
Social Commission for Asia and the Pacific 
adopted a resolution to tackle AIDS as a devel- 
opment challenge. 


In the Caribbean, one example of activism is 
Denzil Douglas, Prime Minister of Saint Kitts 
and Nevis and leader of the Pan Caribbean 
Partnership against HIV/AIDS. He is particu- 
larly active in international negotiations, promot- 
ing reductions in the cost of health-care services, 
and increased access to antiretroviral therapy. 


In the Commonwealth of Independent States 
(CIS), two Heads of Government summits 
(in Moscow and Moldova in 2002) endorsed 
a Programme of Urgent Response of the CIS 
Member States to the AIDS Epidemic, which 
created national coordinators for multisec- 
toral responses. In February 2004, high-level 
government representatives from 53 countries 
attended the European Union's ‘Breaking the 
Barriers’ Conference in Dublin, and pledged 
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to achieve concrete targets to reduce HIV and 


AIDS within Europe and Central Asia. 


Traditional leaders can also make an impact. In 
Fiji, the Great Council of Chiefs (a constitu- 
tional body of 50 hereditary leaders) co-hosted 
the ‘Accelerating Action against AIDS in the 
Pacific’ Conference. The President of Fiji and 
the Chiefs committed themselves to the coun- 
trys AIDS response and called on community, 
business and religious leaders to follow suit. 


Strategies, policies, legislation and 
action 


Ultimately, leadership must translate into con- 
crete action. UNAIDS monitors the progress 
of the global AIDS response in various ways, 
and its AIDS Programme Effort Index is one 
tool for measuring country-level commit- 
ment. The Index was developed by the United 
States Agency for International Development, 
the UNAIDS Secretariat, the World Health 
Organization (WHO), and the United States- 
based Policy Project. It tracks a country’s effort 
in 10 different programme categories but does 
not measure actual output, such as coverage of 
a specific service. 


The results between 2000 (40 
countries) and 2003 (54 countries) 
show there is a general pattern of 
improvement (USAID et al., 2003). 
Significant gains in national commit- 
ment were recorded in the categories 
of treatment and care, political sup- 
port, policy and planning, and pro- 
gramme resources. Improvements in 
providing resources, and treatment 
and care, were particularly notable 
since these were the lowest-rated 
components in 2000 (see Figure 45). 
The creation of the Global Fund to 
Fight AIDS, Tuberculosis and Malaria 


UNAIDS 


and rising bilateral donor funding levels explain 
much of the resource component’ increase. The 
increase in care-related efforts probably reflects 
international donors’ new emphasis on treat- 


ment access. 


Commitment and action 


In 2003, additional data were collected from 
103 countries to track national commitment 
and action, and policy development and imple- 
mentation (UNAIDS, 2003b). The data show 
an increase in the number of countries with 
comprehensive, multisectoral national AIDS 
strategies, and government-led national AIDS 
coordinating bodies. However, the existence 
of national AIDS bodies and plans does not 


necessarily translate into efficient and concerted 


with the greatest impact. For example, in sev- 
eral Latin American countries, programmes for 
injecting drug users and men who have sex with 
men were scarce even though these populations 
suffered from high HIV infection rates (see 
‘Finance’ chapter). 


In some countries, policy and strategic plan- 
ning moved ahead, but legislation did not 
keep up because regressive or contradictory 
laws remained on the books. In the context of 
injecting drug use, some countries with restric- 
tive laws have nonetheless carried out pilot 
projects involving needle and syringe exchanges, 
methadone maintenance therapy, and condom 
promotion at entertainment establishments. 
In the Russian Federation, a recent criminal- 
code amendment allowed for harm-reduction 


projects to operate legally. Unfortunately, some 
legal barriers remain—most notably, the ban 


action. One striking finding was that resources 
were often not invested in programme areas 


Better governance for more effective responses 


Democratic and efficient development activities depend on good governance, full constituent participa- 
tion, the rule of law, transparency, community responsiveness, consensus-building, equity, effectiveness 
and accountability. These are complex and interrelated issues, but they have concrete applications. For 
example, countries with high levels of constituent participation generally have more dynamic national 
AIDS responses. South Africa's recent treatment and care policy changes were spurred on by steady 
pressure from the country's HIV-positive community, prominent legal and health professionals, and many 
national and international NGOs. An open, participatory governance system allowed for civil society to 
provoke positive change. 


Similarly, the rule of law is based on legislation and regulations, and on citizens being fully aware of their 
rights and how to protect them within existing legal frameworks and policies (UNDP, 2002). Applying rule 
of law and good governance concepts to AIDS activities inspires democratic planning and implementa- 
tion. In 2002, the UN Secretary-General established a Commission on HIV/AIDS and Governance in 
Africa to combine applied research, policy dialogue and advocacy. The Commission is based at the 
Economic Commission for Africa in Addis Ababa, Ethiopia. It matches current knowledge gained from 


AIDS responses with knowledge gaps, and works to make good governance relevant to Africa's policy- 
makers and implementers. 


In a similar vein, UNDP’s South-East Asia HIV and Development Programme has strongly promoted good 
governance in AIDS responses in countries such as China, the Lao People’s Democratic Republic and 
Viet Nam (UNDP, 2002). In Eastern Europe, UNDP promotes creating open and inclusive environments. 
This includes comprehensive, multisectoral policies, and innovative partnerships that build trust and 
reduce stigma to turn back the epidemic. 


156 


on substitution therapy (UNAIDS/Minjstry of 
Health, 2003). 


Legal obstacles exist in other areas. The 2004 
report of the United Nations Development 
Programme (UNDP), Reversing the epidemic: 
Facts and policy options—HIV/AIDS in Eastern 
Europe and the Commonwealth of Independent 
States, notes many government agencies in the 
region cannot transfer funds to the accounts 
of nongovernmental organizations (NGOs), 
or subcontract programme activities to them. 
Furthermore, many NGOs have their own prob- 
lems, including inadequate skills and capacity, 
high staff turnover, and a mistrust of authorities 
that is not always justified. To resolve these issues, 
the Report calls for improved staff training, dia- 
logue between state and non-state participants, 
and legal frameworks for NGO activities. 


Faith-based leadership comes to the fore 


Political leadership on AIDS comes from all 
sectors of society. For example, in various parts 
of the world, several religious communities have 
made important contributions. In West Africa, 
Muslim authorities enlisted the moral weight 
of local imams. In Mali, backed by Population 
Service International and USAID, the Malian 
League of Imams and Islamic Scholars created 
four lessons for the imams’ Friday prayers, 
including prevention guidance and messages 
of compassion for people living with HIV 
(Development Gateway, 2003). 


Meanwhile, an Argentinian Lutheran pastor, 
Lisandro Orlov, is urging Latin American 
churches to adopt more inclusive approaches to 
sexuality and HIV. In Nepal, at the 2003 South 
Asia Inter-Faith Consultation on Children, 
Young People and AIDS, various faith-based 
communities made a commitment to join 


the front-line AIDS response, and pledged to 
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provide care, protection and support to those 
infected with and affected by HIV. 


The South African Anglican Church has been 
a consistent advocate on AIDS issues. At major 
events, Anglican Archbishop Njongonkulu 
Ndungane has challenged the South African 
Government’ policies on antiretroviral drugs and 
AIDS in prisons. Meanwhile, the NGO Positive 
Muslims responds to stigma and discrimination 
within the larger South African community. 


Religious groups have also emerged as leaders 
in care. In Durban, South Africa, Swami 
Saradananda, of the Ramakrishna Centre, has 
counselled and cared for people living with 
HIV or AIDS for many years, regardless of their 
religious background. These activities have spread 
to other Hindu clinics, and the Hindu Council 
of Africa now works on AIDS-related issues. 
Another example is the Samaritan Ministry 
home-care programme in Nassau, Bahamas. The 
programme is an interfaith activity that trains 
community volunteers to reach out to people 
living with HIV, along with their families and 
loved ones. It is now in its 14th year, and has 
trained more than 300 volunteers. 


Civil society and community 
mobilization 


Community groups and _ civil _ society 
organizations that emerge in the AIDS response 
reflect the diversity of those affected by the 
epidemic. All have a key role to play. Civil society 
organizations often have innovative approaches 
to the epidemic, and can channel funds to 
communities, augment state service delivery, and 
monitor national government policies. People 
living with HIV particularly need to be involved 
in all aspects of the response, from planning and 
decision-making, to implementation and review 


(see ‘People living with AIDS’ focus). 
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For instance, the International Federation 
of Red Cross and Red Crescent Societies has 
formed a partnership with the Global Network 
of People Living with HIV/AIDS. Their joint 
activities focus on eradicating stigma through 
forming links between national and local Red 
Cross and Red Crescent Societies and HIV- 
positive organizations. The arrangement also 
ensures that people living with HIV play a 
major role in antiretroviral treatment pro- 
grammes, particularly in helping people gain 
access to care and in assisting patients with 
treatment adherence. 


Civil society organizations are most valuable 
and effective if they work with, rather than in 
parallel to, governments. Both sides need to 
be open to partnerships, and it is up to gov- 
ernments to provide a positive environment. 
Factors that enable these groups to contrib- 
ute include legal recognition, tax incentives, 
streamlined contracting regulations, and agreed 
ground rules to involve them in decision- 
making and information sharing. In addition, 
both sides need to adopt measures to ensure 
accountability and transparency. 


At the community level, governments’ admin- 
istrative procedures must be flexible enough to 
include local NGOs. In India, an evaluation 
of targeted interventions showed some state 
agencies found it almost impossible to work 
with community-based organizations because 
of rigid agency costing and accountability 
guidelines. For example, grant applications 
must include copies of the organization's offi- 
cial registration certificates, annual reports, and 
audited financial reports for the previous three 
years. Few community groups can provide this 
information (Lenton et al., 2003). 


Some governments have successfully enhanced 
communities capacity to use their own 
resources and talents in AIDS activities. For 
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example, Malawi’ national strategy on children 
orphaned by AIDS encouraged community- 
based groups to care for orphaned children. The 
country now has 97 community-based orphan- 
care groups, and some offer educational support 


to enrolled children (UNAIDS, 2003b). 


Working in partnerships to respond 
to AIDS * 


National AIDS authorities are increasingly 
turning to formal partnership forums to stimu- 
late nongovernmental participation, broaden 
national ownership of the response and increase 
transparency. This approach was first developed 
in Africa, under the International Partnership 
against AIDS in Africa. The concept is now 
more widespread, but its best examples are 
still in sub-Saharan Africa. For example, the 
Uganda AIDS Partnership is a national coor- 
dinating mechanism of nine ‘constituencies 
working on AIDS that represent all stakehold- 
ers at all levels. They share information and 
jointly plan and coordinate activities. 


In neighbouring Kenya, an annual Joint AIDS 
Programme Review by all stakeholders sup- 
ports the country’s multisectoral response. The 
review was first conducted in May 2002 by the 
National AIDS Control Council, civil society 
groups, donors and other stakeholders. Among 
other advantages, the review provides the gov- 
ernment with a way of linking its strategic plan 
and other important policy-making processes. 


Both the World Bank Multi-Country HIV/AIDS 
Programme and the Global Fund to Fight 
AIDS, Tuberculosis and Malaria aim to 
involve civil society in direct ways. The 
Programme works through its financing 
channels to NGOs, while the Global Fund 
explicitly requires NGOs to participate in its 
Country Coordinating Mechanisms that pre- 
pare proposals for AIDS-related projects. For 


instance, in Morocco national NGQs have 
direct responsibility for managing 30% of the 
monies provided by the Fund. They partici- 
pate in many Ministry of Health activities, and 
work with civil society organizations in provid- 
ing local services. 


Working with civil society is a constant process 
of learning and adapting for everyone involved. 
A recent International AIDS Alliance paper 
assessed NGO participation in the Global 
Fund's first round of granting funds. The 
paper revealed that government commitment 
to working with NGOs appeared to be some- 
what hollow. Many appeared to cooperate with 
NGOs only to secure funding, and afterwards 
lost interest in collaborating. The study also 
found most NGOs invited to participate in 
Country Coordinating Mechanisms were based 
in capital cities. Rurally based organizations 
and those working with marginalized popula- 
tions were under-represented. Furthermore, 
several countries said their national AIDS com- 
mittees lacked the capacity to handle Global 
Fund disbursement to NGOs. 


At the same time, many NGOs did not have 
enough resources or technical and manage- 
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rial skills. Some NGOs were more focused on 
competing with each other rather than forging 
a cohesive voice within the NGO community. 
All of these factors had a negative impact on 
NGOs’ abilities to participate in the Global 
Fund process. The Alliance paper recom- 
mended that NGOs receive technical and 
financial support to improve their network- 
ing and participating capacity. It also called 
on governmental partners to adopt more 
positive attitudes about working with NGOs 
(International AIDS Alliance, 2002). 


Private sector engagement 


the AIDS 


response at different levels, depending on 


Businesses can contribute to 
their size, industry and location. Their 
three main contributions are in the form 
of workplace programmes, leadership and 
advocacy for AIDS work, and partnerships 
with the community and government for a 
strengthened response to the epidemic. To 
engage the private sector at different levels, 
UNAIDS provides technical guidance, brokers 
partnerships, and develops mechanisms and 
tools. Its strategy is to build on what works. 


The Global Business Coalition on HIV/AIDS: a corporate leader 


in responding to AIDS 


The AIDS epidemic is profoundly affecting global businesses through its impact on workers, customers and 
markets. A key player in this domain is the Global Business Coalition on HIV/AIDS, which works to increase 
business involvement in the global AIDS response. The Coalition works with the Global Fund, UNAIDS and 
other partners. Its more than 130 corporate members come from varied sectors, including mining, consumer 
products, electronics, energy, finance, steel production, and media and communications. 


The Coalition helps companies to: implement workplace, employee and community prevention, care and 
support programmes; use business innovation and flexibility to make AIDS programmes more effective; 
and carry out business advocacy and leadership to promote greater AIDS action and partnerships with 
governments and communities. In 2003, the Coalition and nine of its members announced a new initia- 
tive to expand AIDS-related workplace programmes into communities where companies operate, and to 
transfer corporate know-how to the public sector to expand access to services and reduce start-up and 


running costs. 
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Involving membership associations is a key 
focus. These include business organizations, 
such as the Global Business Coalition on HIV/ 
AIDS and the World Economic Forum; civic 
organizations and such as the Rotary Club; 
business associations and coalitions; chambers 
of commerce; and trade unions. 


In countries hard-hit by HIV, workplace AIDS 
programmes are increasing; however, employ- 
ers and trade unions could still play a much 
larger role in the global AIDS response. ‘To 
date, most workplace projects focus on preven- 
tion, and have yielded valuable experience. For 
example, in Indonesia, the International Labour 
Organization (ILO) and Aksi Stop AIDS (a 
Family Health International project) have set 
up an AIDS-in-the-world-of-work campaign 
targeting workers, employers and government. 
By the end of 2004, the campaign aims to bring 
HIV-prevention activities to more than 900 000 
workers. 


Some multinational corporations are imple- 
menting workplace programmes with a global 
reach. One is Standard Chartered Bank, which 
has some 30 000 employees in more than 50 
countries. It is the largest international bank in 
China and India, and employs over 5000 people 
in 13 African countries. Its current peer-educa- 
tion programme, ‘Living with HIV’, is delivered 
by volunteer ‘champions’, and focuses on HIV- 
positive employees. It helps them discuss what 
they can do to live positively, and how they can 
gain access to practical and emotional support. 


In high-prevalence countries, workplace efforts 
are integrating prevention and _ treatment 
strategies. In South Africa, mining and other 
companies have been leaders in providing medi- 
cines to workers. Initiatives are springing up in 
other parts of Africa, as well. In Cameroon, the 
National AIDS Commission and the country’s 
employers’ association help companies obtain 


essential medicines, condoms, low-cost antiret- 
rovirals and other supplies for their employees. 
This partnership received a four-year credit from 
the World Bank Multi-Country HIV/AIDS 
Programme, and companies also committed 


their own funds to it (UNAIDS, 2003). 


Business leadership, advocacy and 
partnerships 


Some businesses go further than their own 
workplace and become wider AIDS advocates. A 
business can influence its sourcing partners and 
distributors, companies in other sectors, con- 
sumer groups, communities and governments. 
The Thailand Business Coalition on HIV/AIDS, 
American International Assurance (Thailand), 
and the Population Council have directly 
encouraged 125 Thai businesses to implement 
HIV-prevention programmes by providing life 
insurance premium bonuses of 5—10% to com- 
panies with workplace prevention activities. 


The Global Reporting Initiative is linking the 
world of work to wider questions of gover- 
nance. It has chosen South Africa for the first 
phase of its efforts to develop international 
standards for AIDS reporting by businesses and 
other organizations. Project partners include the 
Johannesburg Securities Exchange, the South 
African Institute of Chartered Accountants, 
the Actuarial Society of South Africa, some 
of the country’s major companies, and repre- 
sentatives from other interested parties such as 
labour, government and the Treatment Action 


Campaign (Cape Argus, 2003; GRI, 2003). 


In recent years, public-private partnerships 
have emerged as a way of redressing the AIDS- 
related resource imbalance between low- and 
middle-income and industrialized countries. 
The Accelerating Access Initiative, the Global 
Alliance for Vaccines and Immunization, the 
International AIDS Vaccine Initiative, the 
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Survey on the business impact of AIDS 


In 2004, the World Economic Forum released results of a global survey on business leaders’ perceptions 
and responses on the impact of AIDS on their businesses. The Forum/UNAIDS/Harvard University survey 
was called ‘Business and AIDS: Who, me?’ Key findings revealed that: 


fewer than 6% of firms have formally approved, written HIV policies; 

47% of firms felt AIDS is having, or will have, some impact on their business; 
20% of firms believe AIDS is affecting, or will seriously affect, their communities; 
16% of all firms provide information about the risks of HIV infection; and 

9% say they provide antiretrovirals for all HIV-positive staff. 


Only 28% of executives believe their response to the epidemic is lacking in any way. However, 56% of 
those who expect the epidemic to have a serious impact on their business are dissatisfied with their com- 


panies’ responses. The report concluded that: 
9 


serious problems for their business; 


companies are not particularly active in tackling AIDS, even when they expect the epidemic to cause 


businesses appear to be making decisions based on an incomplete assessment of the risks they face; 
companies seem to favour a broad social response to the epidemic, but only a small number of busi- 


nesses currently see themselves as an integral part of that response. 


Full report: www.weforum.org/site/homepublic.nsf/Content/Global+Health+Initiative%5CGHI+Global+Business+Survey 


International HIV Treatment Access Coalition, 
and the Stop TB Partnership are examples of 


such international partnerships. 


At national and regional levels, the most visible 
public-private AIDS partnerships involved 
major pharmaceutical companies. In Botswana, 
the Ministry of Health, the Bill and Melinda 
Gates Foundation, and the Merck Company 
Foundation formed an antiretroviral treatment 
programme known as Masa, a Setswana word 
meaning ‘new dawn’. By early 2004, more than 
14 000 patients were receiving antiretrovirals 
through the programme (see “Treatment 


chapter). 


In Romania, a public-private partnership 
involving the government and six major 
pharmaceutical companies (Abbott Laboratories, 
Boehringer Ingelheim, Bristol-Myers Squibb, 
GlaxoSmithKline, Hoffman-La Roche, and 
Merck and Co.) has worked on the country’s 
national plan for access to AIDS treatment 
and care. Under the plan, the Romanian 
Government supports AIDS-patient treatment 


and care costs from national budgets. The 
companies have agreed to reduce certain drug 
prices by between 25% and 87%, or to donate 
drugs and equipment to measure viral load and 


CD4 counts. 


Businesses are also forming AIDS response 
partnerships with civil society organizations. 
For instance, in Namibia, Namdeb Diamond 
Corporation provides support to the Lironga 
Eparu (‘learn to survive’) organization of people 


living with HIV. 
Making multisectorality work 


Adhering to the principle of multisectorality 
through involving public, private and civil 
society sectors maximizes resources—financial 
and otherwise—for the response to AIDS in 
countries. It allows countries to move away 
from depending on external support for AIDS 
activities, and towards national autonomy. 
The 2001 UN Declaration of Commitment 
on HIV/AIDS urges diverse stakeholders to 


be actively involved in national responses. By 
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2003, countries were expected to establish and 
strengthen national-response mechanisms by 
involving the private sector, civil society part- 
ners, people living with HIV, and key vulner- 
able populations. 


UNAIDS monitoring shows more than 90% of 
reporting countries have created national mul- 
tisectoral bodies to facilitate AIDS coordination 
between the government, the private sector and 
civil society. The growth of national AIDS 
commissions, government-led _ partnership 
forums and working groups, expanded UN 
Theme Groups on HIV/AIDS and the Global 
Fund’s Country Coordinating Mechanisms 
attests to the unprecedented efforts to involve 
diverse participants in the national response. 


Nonetheless, in many countries, poorly defined 
roles between ministries of health and national 
AIDS councils have caused confusion and 
conflict, which has slowed national strategy 
implementation. Government ministries often 
have little incentive to follow the guidance of 
national coordinating mechanisms. Many per- 
ceive cooperation as a threat because they may 
lose influence and budgetary control. This has 
sometimes led to outright jurisdictional battles 
between national AIDS councils and health 
ministries. Furthermore, in far too many coun- 
tries, civil society representatives still do not 
participate in high-level decision-making. 


For instance, the Bangladesh National AIDS 
Committee was set up as a multisectoral body. 
But it is led by the Ministry of Health and 
Family Welfare, and has no clear policy or 
management framework. Other ministries saw 
the Committee as an extension of the Health 
Ministry, and did not agree to be part of the 
coordination process. Without any real influ- 
ence, the Committee did not function effec- 
tively; it last met in 2002. 
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In Sri Lanka, a similar situation is unfolding. 
The National AIDS Commission is run by 
the Ministry of Health and focuses on health- 
related implementation issues. Participation 
by other ministries is low and sporadic. The 
Bangladesh and Sri Lanka experiences show 
that national leaders at the highest level need 
to support AIDS councils politically and 
legally. Equally, when bilateral and multilateral 
donors support and communicate with AIDS 
coordinating bodies, they reinforce the bodies’ 
position as leaders of multisectoral responses. 


Firm donor support also increases AIDS 
authorities capacities to create a national 
monitoring and evaluation system, and to 
produce strategic information. The Global 
Fund and the World Bank have promoted 
this concept in their AIDS work, but 
bilateral support is more uneven. A 2004 
UNAIDS Secretariat survey found 71% of 
African national AIDS authorities had formal 
relationships with bilateral initiatives. But in 
Asia, these links were established in only 56% 
of surveyed countries; in Eastern Europe, in 


only 43% (see Figure 46). 


Figure 46 


The support of bilateral donors is critical to 
the functioning of true national coordinating 
bodies. This is a particularly important prin- 
ciple since ministries of health will play a cen- 
tral role in the global scale up of antiretroviral 
treatment. Health ministries cannot handle 
this massive task alone. To rapidly expand 
antiretroviral access, national AIDS councils 
need to play a strong coordinating role, and to 
involve local governments and civil society. 


Mainstreaming AIDS into all 
institutional activities 


Institutions ideally address AIDS-related issues 
through ‘mainstreaming’, ensuring that every 
relevant activity they carry out has an AIDS 
component. Mainstreaming addresses sectoral 
links to the AIDS response, as well as the root 
causes of the epidemic’s spread. For example, 
education ministries need to provide AIDS 
education in schools. They also need to ensure 
young girls have equal access to a broader edu- 
cation to empower them in society, and thus 
decrease their vulnerability to HIV infection. 


Mainstreaming is a key strategy in converting 
global commitments into national development 
agendas. The Millennium Development Goals 
and the 2001 UN Declaration of Commitment 
on HIV/AIDS have set the global agenda. 
To boost mainstreaming implementation, in 
2001, the International Monetary Fund and 
the World Bank declared it was a priority to 
mainstream AIDS into major development 
frameworks. However, in early 2004, in 44% of 
the African countries surveyed by the UNAIDS 
Secretariat, there was no involvement of 
national AIDS commissions in the prepara- 
tion of the Poverty Reduction Strategy Papers, 
which are prerequisites for World Bank and 


International Monetary Fund debt relief. 
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Figure 47 


Even in countries that reported a link, it is 
often tenuous at best. Additional analysis car- 
ried out by UNAIDS clearly indicates a need to 
ensure AIDS is factored into Poverty Reduction 
Strategy Papers. In late 2003, a UNAIDS survey 
in 63 countries found all respondents reported 
key sectors had started mainstreaming, but only 
13% had actually made progress in implement- 
ing sectoral plans (see Figure 47). 


Another chronic problem is inadequate fund- 
ing for multisectoral work. The highest levels 
of government need to protect AIDS bud- 
gets, and ministries of finance need to ensure 
monies are budgeted and allocated to priority 
ministries. Burkina Faso, Cameroon, Guinea, 
Malawi, Mozambique, Uganda and Zambia 
have AIDS components in their Poverty 
Reduction Strategy Papers. But AIDS initia- 
tives are often addressed in a cursory manner. 
In the UNAIDS survey, only 15 countries 
had Poverty Reduction Strategy Papers that 
included HIV and AIDS indicators. 


In Zambia, mainstreaming AIDS into all 
government sectors is a priority. For example, 
the government recently began training 
Ministry of Agriculture and Cooperatives 
staff to encourage them to incorporate AIDS 
concerns into their work. The UN’s Food and 
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Agriculture Organization is also involved, 
helping to change the perception that AIDS 
is entirely the Ministry of Health’s responsi- 
bility. The training emphasizes the epidemics 
role in eroding food security, and focuses on 
how agricultural officials can mitigate that 
impact with labour-saving technologies and 
practices. In addition, the training shows staff 
members how to preserve knowledge, enhance 
gender equality, improve nutrition for agricul- 
tural workers living with HIV, and promote 
economic and food safety nets (FAO and 
Government of Zambia, 2003). 


In Ghana, an innovative mainstreaming arrange- 
ment places different sectoral AIDS funds in the 
hands of the Ghana AIDS Commission. Each 
ministry is required to devote 5% of its AIDS 
budget to mainstreaming. The Ghana AIDS 
Commission releases the remaining 95% of the 
budget only after sector managers have agreed 
to this. This arrangement ensures there is ‘buy- 
in from the ministries to the mainstream- 


ing process (Elsey and Kutengule, 2003). 


But multisectorality is not a one-size-fits-all 
formula. The epidemic’s highly varied nature 
rules out resolving it through detailed global 
guidelines. In high-prevalence countries, the 
epidemic touches all of society. National AIDS 
commissions and other coordinating bodies 
need to act like ‘councils of war’, and directly 
involve the head of state. Countries with lower 
prevalence also require strong multisectoral 
prevention and care responses, and they need 
to use the comparative advantages of individual 
ministries in addressing the epidemic. 


In several low-prevalence countries of Asia and 
Eastern Europe, health ministers still consider 
AIDS their ‘turf’. But they do not have the 
will or strength to catalyse, leverage or lead 
the necessary comprehensive response. In these 


regions, there are many examples of interminis- 
terial AIDS commissions, but they usually only 
have an advisory role. 


Decentralization—empowering 
regions, communities and districts 


Decentralization is one of the chief strategies 
used to improve good governance and devel- 
opment programme implementation. In this 
process, central governments devolve powers 
and responsibilities to lower administrative 
institutions. Decentralization aims to make 
decision-making more democratic, equitable 
and locally responsive. As a result, the pro- 
cess inspires ‘national ownership’, along with 
civil society and private sector involvement in 
policy-planning. 


However, AIDS-response decentralization 
has often faltered (Lubben et al., 2002). 
Governments are used to working within 
strict hierarchical structures, and the benefits 
of involving communities are not always clear. 
At the same time, communities often do not 
have the necessary representative structures or 
administrative capacity to participate effec- 
tively. A great deal of training and facilitation 
may be necessary on both sides if they are to 
work effectively with each other (Mpanju- 
Shumbusho, 2003). 


Despite the problems, AIDS-related decentral- 
ization is a reality in several countries. Papua 
New Guinea, Uganda and the United Republic 
of Tanzania have successfully decentralized 
their national responses to community and 
household levels. Similarly, in Morocco, multi- 
sectoral regional and provincial AIDS commit- 
tees were established to develop local strategic 
plans, coordinate activities and monitor imple- 
mentation. In Burkina Faso, Ethiopia, Kenya 


and Uganda, the World Bank Multi-Country 
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HIV/AIDS Programme has helped prevention 
and care programmes to reach communities 
and households. In Ghana, the Programme 
is funding the country’s District Response 
Initiative, which is decentralizing the AIDS 
response in 27 districts. 


The UNDP also emphasizes decentralizing 
AIDS efforts. In Cambodia, its Community 
Enhancement Programme works with the 
Ministry of Rural Affairs to encourage com- 
munes (local districts) to prepare development 
plans rather than have the government allocate 
a set amount of funding to each commune for 
uniform activities. This Programme includes 
building local capacity to collect and analyse 
AIDS data used to support planning and 
monitoring. In a recent planning cycle, most 
Commune Councillors identified AIDS as a 
local priority, and said they were willing to 
create detailed care and prevention plans. 


Various country experiences show that strong 
financial and political investment is needed to 
create effective district and local coordination 
bodies. At the local level, capacity gaps pose 
challenges, much as they do at the national 
level. There is now an urgent need to develop 
innovative ways of addressing capacity issues 
at all levels of health systems, particularly at 
lower staff levels. This situation is becoming 
even more urgent as access to antiretroviral 


therapy expands. 
Harmonization and coherence 


The relationships between donors and recipient 
countries, and between the donors themselves, 
can have a powerful impact on how the national 
response is implemented. Some donors pursue 
their own agendas without reference to national 
priorities, or to other donors’ actions. However, 
this is changing, particularly when countries 
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and donors engage in constructive dialogue. 
In February 2003, a watershed understanding 
was reached when senior officials of about 50 
countries and more than 20 multilateral and 
bilateral development institutions issued the 
Rome Declaration on Harmonization, which 
recognized that donor aid imposes high trans- 
action costs on recipients. 


Donors can alleviate this problem by coordinat- 
ing their strategies and reporting requirements, 
and helping partner countries to lead their 
own development processes. Harmonization 
is facilitated by creating national AIDS action 
frameworks that align all partners. Sector-wide 
approaches often have shown promise in devel- 
oping the health, education and agriculture sec- 
tors. These approaches coordinate investments 
around a jointly developed national strategic 
plan with an agreed financial administrative 
framework and reporting system. 


In Malawi, AIDS-funding mechanisms have 
recently improved a great deal—most nota- 
bly, in June 2003, when the government and 
four international donors (Canada, Norway, 
the United Kingdom and the World Bank) 
created a ‘pooled’ funding arrangement of 
US$ 72 million for 2003-2008. It operates 
alongside the traditional ‘earmarked’ donor- 
funding system. Within it, the National AIDS 
Commission can allocate funds to its national 
priority areas. 


If there is a need to reallocate funds to accom- 
modate unforeseen changes in plans, donor 
transactional costs are reduced because all 
participants are working from a common 
workplan, financing mechanism and_tech- 
nical-reporting format. For the first time, 
Malawi's arrangement has allowed the World 
Bank to pool AIDS funds. It is hoped the 
National AIDS Commission’s dual system of 
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pooled and earmarked funding will provide 
sufficient checks and balances, which will help 
create a more effective national AIDS-funding 


mechanism. 


In Myanmar, the Joint Programme for 


HIV/AIDS proves that funding from multiple 
donors can be secured, harmonized and dis- 
bursed even under difficult political circum- 
stances. The country’s ruling party and political 
opposition consider AIDS a social emergency 
and have called for donor funding. Because of its 
unique position, the UN system led the way in 
creating the 2003-2005 Joint Programme, and 
the related Fund for HIV/AIDS in Myanmar. 
Together, the programmes are channelling 
US$ 24 million (mostly from Norway, Sweden 
and the United Kingdom) into AIDS projects 
that are part of an integrated workplan designed 
and implemented by government bodies, civil 


society and UN agencies. 


Managing the flow of funds 
More funds are flowing into the global AIDS 


response, and using them effectively is increas- 
ingly important (see ‘Finance’ chapter). This is 
an integral part of improving governance—par- 
ticularly transparency (seeing how and why 
decisions are made) and accountability (making 
decision-makers answerable for their decisions 
and their consequences). 


multisectoral AIDS- 
funding arrangements have met with serious 
problems. They have been plagued by poor 
planning and a lack of clearly defined roles and 
working arrangements between national AIDS 
coordinating bodies, the ministries responsible 


In many countries, 


for implementing most HIV programming 
(typically Health and Education), and the 
Ministry of Finance, which holds the purse 
strings. The result is that many action plans 


are not fully funded and, thus, never fully 
implemented. 


Another problem is rigid or outmoded allocation 
practices, which contribute to the ‘money-shap- 
ing programmes phenomenon. For example, 
in some former Soviet countries, government 
accounting practices have not fully evolved 
since theSoviet era. In several Central Asian 
countries, only government health resources can 
be spent in government hospitals and clinics. 
Therefore, NGO outreach programmes cannot 
procure or distribute individual HIV-preven- 
tion tools such as clean syringes, needles, con- 
doms, disinfectants and test kits. 


For instance, in Kazakhstan, much of the cen- 
tral and local governments’ AIDS funds are still 
swallowed by mass testing programmes. This is 
despite the fact that the 2001-2005 National 
AIDS Response Programme calls for balancing 
HIV prevention, testing and treatment activi- 
ties. This discrepancy occurs because there 
is no budgetary classification for prevention; 
changing this requires a specific government 
decree. Therefore, government-funded pre- 
vention activities cannot be implemented. A 
related issue is the tendency of many AIDS 
service organizations to focus on testing—the 
only activity that receives government fund- 
ing. Recent additional extrabudgetary funds, 
including a two-year, US$ 6.5 million Global 
Fund grant that includes prevention activities, 
have helped, but the overall imbalance persists. 


If financing is to be effective, it needs to be 
continuous. In Paraguay, the National AIDS 
Programme currently provides antiretroviral 
therapy to 300 people. However, for several 
months each year, funding shortfalls stop treat- 
ment (UNAIDS, 2003b). In the Indian state 
of Andhra Pradesh, a recent evaluation showed 
that NGOs there face serious funding delays 
(Lenton et al., 2003). 
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In April 2004, at a meeting in Washington DC, 
co-chaired by UNAIDS, the United Kingdom 
and the United States, a historic agreement 
was reached by donors and low- and middle- 
income countries to work more effectively 
together in scaling up national AIDS responses. 
They adopted three core principles for con- 
certed country-level action—the ‘Three Ones’. 


@ one agreed AIDS Action Framework that 
provides the basis for coordinating the 
work of all partners; 


@ one National AIDS Coordinating 
Authority with a broad-based multisectoral 
mandate; 

@ one agreed country-level Monitoring and 


Evaluation system. 


The concepts of national ownership, multisecto- 
rality, mainstreaming, harmonization and coher- 
ence have been combined into these principles, 
which aim to increase the pace of the AIDS 
response and promote using resources more 
effectively by clarifying relevant roles and rela- 
tionships. The blueprint begins with one agreed 
AIDS action framework, which is a nationally 
devised strategic plan for coordination across 
partnerships and funding mechanisms. 


The national AIDS coordinating body needs to 
have legal status, a strong, broad-based multi- 
sectoral mandate, and a democratic oversight 
mechanism to function effectively. It is respon- 
sible for managing partners’ actions within 
the framework. The coordination body also 
requires overarching national policy leadership 
in order to facilitate the partnership arrange- 
ments that allow for implementing and review- 
ing the action framework. Many countries 
state that national AIDS councils and national 
strategic plans exist, but only a few meet the 
specific criteria described above. 
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Even rarer is the existence of one agreed moni- 
toring and evaluation system that provides a 
single mechanism to account for various fund- 
ing arrangements, monitors AIDS programme 
effectiveness, and provides the strategic infor- 
mation needed to adjust the action framework 


(UNAIDS, 2003). 
Strengthening capacity 


The AIDS epidemic works in a vicious circle, 
striking hardest in those countries with the 
weakest capacity to respond to it. In many 
countries, AIDS is currently depleting techni- 
cal and administrative capacity faster than it 
can be replenished. This is creating an unparal- 
leled crisis in human resources, and is reversing 
many of the development gains made in previ- 
ous decades. In parts of Uganda and Malawi, 
the World Bank reports that nearly one-third 
of all teachers are HIV-positive. In the Central 
African Republic, AIDS was responsible for 
85% of the 340 deaths among teachers between 
1996 and 1998. 


Even before HIV emerged, public service sys- 
tems in low- and middle-income countries 
were struggling to meet their citizens’ needs. 
In the health-care sector, problems included 
poor delivery infrastructure; inadequate human 
resources; poorly defined services, functions, 
skills and protocols; and inadequate management 
and administration. In much of sub-Saharan 
Africa, AIDS has turned these weaknesses into 
crises. In Malawi, a recent impact study found 
a total of 1462 health-sector employees died 
between 1990 and 2000. In a 2004 review of 
50 low- and middle-income countries, 95% of 
UNAIDS Secretariat offices in African countries 
said a lack of health personnel was severely hin- 


dering the AIDS response (see Figure 48). 


In Asia, 67% of representatives reported health 
resource difficulties, versus 47% in Latin 


UNAIDS 


Figure 48 


American and the Caribbean (see Figure 48). 
These countries face a significant increase in 
demand for health services. They also face a 
greater disease burden with the resurgence of 
other related health issues such as tuberculosis, 
malnutrition, diarrhoea and pneumonia. 
Indeed, some countries in sub-Saharan Africa 
report HIV patients occupy 60-70% of hospital 
beds. This makes it very difficult for patients 
with other conditions to receive the treatment 
and care they need. 


Maintaining existing capacity and 
stopping the brain drain 


Capacity-building requires funding and politi- 
cal commitment, but it also calls for a broader 
vision that combines short-term emergency 
measures with long-term, sustained strengthen- 
ing of the fundamental institutions of modern 
statehood. The most immediate requirement is 
to preserve existing capacity by keeping people 
alive and healthy. In the worst-affected African 
countries, no other measure will so quickly and 
directly arrest the decline in national capacity 
as providing treatment and care (Piot, 2003). 
At the same time, efforts will need to focus on 
using existing capacity to its fullest as HIV- 
treatment initiatives get up to speed. A wide 
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range of untapped community resources (par- 
ticularly people living with HIV) will need to 
compensate for formal skills gaps. 


Furthermore, additional efforts are required to 
minimize the ‘brain drain—the migration of 
trained civil servants to higher-income coun- 
tries. This, phenomenon is most obvious in 
the health sectors of Southern Africa, where 
doctors and nurses are emigrating to Australia, 
Europe, the Gulf countries, Japan and the 
United States. These countries offer these 
workers an attractive alternative to the poor 
conditions and low pay that characterize their 
own health-care systems. 


South Africa is particularly hard-hit by an 
exodus of doctors and nurses leaving for higher- 
paid jobs overseas (Thomson, 2003; IOM, 
2003). The South African Medical Association 
estimates as many as 5000 doctors have left 
the country in recent years. The Democratic 
Nursing Organization of South Africa says 
300 trained nurses leave each month. Zambia 
is another hard-hit country; it has only 400 
practising doctors. Once, it had 1600 (Lauring, 
2002). 


Some countries, such as the United Kingdom, 
have established codes of conduct to prevent 
‘poaching’. Improving working conditions 
and wages in affected countries can also keep 
health professionals from moving abroad. An 
International Organization for Migration pro- 
gramme, called “Migration for Development 
in Africa’, helps African countries to encour- 
age their qualified expatriates to return, and 
to retain professionals who might otherwise 
be tempted to leave. The programme operates 
in Benin, Cape Verde, Ghana, Kenya, Rwanda 
and Uganda (IOM, 2003). 


Rebuilding and increasing capacity 


Inadequate training of new health professionals 
is another major issue. In some cases, the pre- 
service training system in hard-hit countries 
has completely broken down. For example, 
in Malawi, the state-run nursing school 
closed in 2003 due to a lack of funds, and 
the medical school faced a similar budget 
crisis. UNDP's Southern Africa Capacity 
Initiative is exploring ways to build sustainable 
Capacity across sectors. The Initiative has 
a training component that supports local 
institutions in training professionals in key 
sectors. Information technology is also helping 
health systems to do more with fewer trained 
staff. UNDP also advocates non-traditional 
approaches to stemming the loss of workers 
in all sectors. Examples include franchising 
out public-service delivery to civil society 
organizations or NGOs 
achieve greater quality and higher motivation. 


international to 


2004 Report on the global AIDS epidemic 


Similarly, the private sector can be contracted 
to provide public services. 


In Botswana, a variety of strategies underpin the 
Masa antiretroviral treatment programme. The 
country does not have enough qualified profes- 
sionals to cope with expanding services. Foreign 
professionals are hired to provide much-needed 
treatment and care, and to build local capacity 
through a training programme carried out in 
partnership with the Botswana-Harvard AIDS 
Institute Partnership. Botswanas Ministry of 
Health also has a training programme called 
Kitso (‘knowledge’ in Setswana). By mid-2003, 
over 700 people at all levels (approximately 
10% of the public health-sector workforce) had 
received AIDS-specific training. Private practi- 
tioners and health personnel at hospitals run by 
large mining companies have also been trained. 
In addition, a ‘preceptorship’ programme brings 
HIV experts from top international institutions 


to mentor national staff (UNAIDS, 2003). 


South-South cooperation: Brazil leads the way 


Cooperation between low- and middle-income countries (‘South-South’ cooperation) can provide key 
support to national responses, particularly in capacity-building. Brazil excels at this type of cooperation, 
particularly among the Portuguese-speaking countries of Africa and among Central and South American 
nations. In 2001, the Brazilian Cooperation Agency established a partnership with the United Nations to 
transfer Brazilian experience in reproductive health and in preventing and treating HIV and sexually trans- 
mitted infections to other low- and middle-income countries (SELA, 2003). 


One example is a three-year project with Mozambique to improve the quality of AIDS and reproductive 
health information for young people, particularly through youth associations and institutions that work with 
them. The project is supported by the United Nations Educational Scientific and Cultural Organization 
(UNESCO), the United Nations Population Fund (UNFPA), the United Nations Children’s Fund (UNICEF), 
and the United States Agency for International Development (USAID), and has a number of NGO and 


bilateral partners. 


Brazil is also working with Bolivia, Colombia, the Dominican Republic, El Salvador and Paraguay, and has 
helped them receive antiretroviral drugs worth about US$ 1 million to support pilot projects to treat people 
living with HIV. In June 2003, Russian officials and experts visited Brazil to learn about its experience in 
providing treatment and about government and civil society cooperation for school-based youth HIV-pre- 


vention programmes. 
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Strategic information 


Investment by countries and the global community in creating and using strategic information is critical to 

turning the epidemic around. Policy-makers and programme planners, communities and countries need 

the evidence base to make informed decisions about the best courses of action. 

e Strengthened surveillance systems support efforts to place AIDS clearly on countries’ development 
agendas, and can point to where programming must be enhanced and focused to do the most good. 


for the greatest impact. 


Explicit operations research work detects strengths and weaknesses to improve programme delivery 


Monitoring and evaluation help countries and the global community to assess progress on goals and tar- 


gets of the 2001 UN Declaration of Commitment on HIV/AIDS. They also help countries to move towards 
attaining the Millennium Development Goal of halting and reversing the HIV epidemic by 2015. 


Focus groups, key informant interviews, mapping of potential intervention sites, surveys, scientific 


literature reviews, case studies and collection of empirical evidence from programmes can be rich 


sources of information for decision-making. 


WHO works with the German Agency for 
Technical Cooperation to help African and 
European institutions become ‘knowledge 
hubs’ in AIDS treatment and HIV preven- 
tion for regional skills transfer and training. 
In Uganda, a knowledge hub has been estab- 
lished with the Joint Clinical Research Centre 
and other leading training providers. So far, it 
has provided hands-on training to hundreds 
of Ugandan health workers, and has recently 
started providing capacity-building opportuni- 
ties for other countries in the region. Similar 
knowledge hubs have been established in 
Eastern Europe and West Africa. 


Strategic information for evidence- 
informed policy and programming 


Strategic information is any information that 
can usefully guide policy and programming 
decisions. All decision-makers facing the tough 
choices and dilemmas presented by AIDS 
need evidence-informed policy guidance. For 
example, decisions about introducing appro- 
priate harm-reduction strategies or mixes of 
combination prevention for sexual transmission 
need to be informed by clear evidence about 
what works. 


For example, while needle exchange has been 
shown to reduce HIV transmission and bring 
injecting drug users into contact with health 
and social services, it is too soon to gauge the 
effectiveness of supervised injection centres, 
which hold the promise of reducing HIV 
transmission among the injecting drug users 
most at risk of exposure to HIV. In other 
cases, decisions about how to balance pro- 
moting abstinence, delaying sexual debut, 
reducing the number of sexual partners and 
encouraging condom use need to be informed 
by scientific evidence about the effectiveness 
of each strategy in different contexts, and 
young people’s and adults’ perspectives on 
what might work best. 


If policies and programmes are to reflect the 
epidemics realities, countries need the capacity 
to track the epidemic and analyse trends, 
understand behavioural patterns, measure social 
and economic impact, monitor programme 
indicators, evaluate progress and conduct 
operations research to refine programmes. Both 
the short-term and long-term effectiveness of 
national responses depend on knowing which 
data are needed, and how to collect, compile, 
analyse and translate them into strategic 
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information to move policy agendas+forward 
and ensure the most effective programming. In 
many parts of the world, this ‘data-informing- 
decisions’ capacity needs strengthening. 


During 2003, UNAIDS worked with partners 
such as WHO, the US Centers for Disease 
Control and Prevention, Family Health 
International, the East-West Center and the 
Futures Group International to build and 
enhance capacity at country level for modelling 
and estimation of the epidemic. Over 300 rep- 
resentatives from national AIDS programmes 
and the research institutions of 130 countries 
have been trained in skills for capturing, vali- 
dating and interpreting HIV-related data and 
in use of updated modelling methodologies to 
improve HIV and AIDS estimates. 


Improving surveillance 


Classic surveillance collects information 
such as HIV prevalence, AIDS cases and 
mortality. Second-generation surveillance 
adds risk behaviour information. Both help 
countries to assess the course of their epidem- 
ics and decide on strategic responses. Examples 
of behavioural data collection activities include 
India’s massive 2001—2002 national behavioural 
survey and the UNAIDS Second-Generation 
Surveillance Project, funded by the European 
Community and carried out in partnership 
with WHO and eight countries in Africa, Asia, 
the Caribbean and Latin America. 


Including NGOs in surveillance activities helps 
provide access to hard-to-reach populations. 
In Vietnam and Mexico, NGOs facilitated 
access to injecting drug users for behavioural 
research. In the Dominican Republic, the sex 
workers’ association MODEMU, and the gay 
men’s organization Amigos Siempre Amigos 
(‘friends always’) provided peer interviewers 


(WHO/UNAIDS, 2003). 
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Recently, Indonesia conducted behavioural 
surveillance covering nearly half its provinces 
and all key populations at higher risk—men 
who buy sex, sex workers (women, men and 
transgender), injecting drug users, men who 
have sex with men and youth at higher risk. 
Robust provincial estimates were developed 
on the number of people at risk of infection 
and already infected with HIV. This permitted 
policy-makers, community groups, NGOs and 
local AIDS Control Commissions to adapt 
existing programming to actual conditions. For 
example, harm reduction programmes now 
focus on sexual and injecting risk, since it was 
found that many male injectors—up to 70% 
in one major city—have unprotected sex with 
sex workers. Furthermore, condom promotion 
programmes have a renewed emphasis on 
reaching potential clients of sex workers. 


Operations research 


Operations research collects and analyses informa- 
tion as programmes are implemented and scaled 
up. This research uses a systematic approach to 
‘learning by doing’ and captures information in a 
way that helps programme managers and design- 
ers to make the best use of it. 


Key questions for treatment scale up include: how 
best to avoid drug stock-outs; the most useful 
components of community treatment literacy 
programmes; how to maintain adherence; the 
tasks care providers can undertake and the 
training needed; how best to keep costs down; 
which laboratory monitoring is essential; and 
how to measure the clinical effects of treatment 
and return to normal function. For instance, 
Senegal monitored antiretroviral adherence in 
relation to the costs born directly by patients. 
The more patients paid on a sliding scale by 
income, the less adherent they were. These 
findings influenced Senegal’s decision to 
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introduce a universal access, free-of-charge 


antiretroviral programme. 


Operations research in prevention can focus 
on many different aspects of programming, 
such as comparing results of various meth- 
ods of offering HIV testing and assessing the 
effects on stigma of prevention programming. 
Prevention-treatment integration can influence 
the effectiveness of prevention and treatment. 
For example, antiretroviral treatment pro- 
grammes in Khayelitsha, South Africa; Masaka, 
Uganda; and Cange, Haiti have helped support 
prevention activities by documenting increased 
interest and willingness of community mem- 
bers to come forward for HIV testing (see 
‘Prevention’ chapter). 


Monitoring and evaluating 
national and local responses 


UNAIDS’ major priorities include report- 
ing on the impact of the global response and 
building country capacity to carry out credible 
monitoring and evaluation. To drive this agenda 
forward, UNAIDS provides innovative links 
between monitoring, evaluation research and 
financial tracking. 


Monitoring and evaluation are essential to 
determining whether programmes are reach- 
ing target populations and accomplishing their 
objectives. This information is needed to garner 
additional resources by showing proof of money 
well spent. It also helps with refining interven- 
tions for maximum impact, tracking increasing 
access to services and supporting the informa- 
tion needs of new partners, such as the Global 
Fund to Fight AIDS, Tuberculosis and Malaria. 
Yet, lack of technical capacity and resources is 
hindering action in this crucial area. 


In September 2003, UNAIDS published its 
first Progress report on the global response to the 
HIV/AIDS epidemic. \t reported that 75% of 


103 reporting countries feel inadequate capac- 
ity is a serious obstacle to their ability to report 
reliably on national indicators such as HIV 
workplace policies, coverage of antiretroviral 
treatment and access to services for preventing 
mother-to-child transmission. Only 43% of 
reporting countries had a national monitor- 
ing and evaluation plan, and only 24% had 
a national budget dedicated to these activities 


(UNAIDS, 2003b). 


Global initiatives 


When the 2001 UN Declaration of Commitment 
on HIV/AIDS was drafted, UNAIDS was 
charged with assessing progress on achieving its 
defined goals and targets. In close collaboration 
with its partners in the UNAIDS Monitoring 
and Evaluation Reference Group, a set of 
core indicators was finalized for countries to 
use in measuring progress. For the first time, 
standardized data could be compared across 
countries in many critical areas: AIDS aware- 
ness levels, availability of prevention and treat- 
ment services, reduction of risk behaviour, 
levels of financial investments and impact on 
new infections. 


Progress has been made in political commit- 
ment and improved policy environments, but 
has been lacking in human rights and human 
capacity. Prevention and treatment service cov- 
erage also remains extremely low. The second 
progress report will be released in 2005 and 
will measure progress made on an expanded 
list of service delivery targets, including the 


WHO and UNAIDS ‘3 by 5’ Initiative. 
Spurred on by UNAIDS, over the past three 


years various stakeholders have come to a con- 
sensus on global indicators for various compre- 
hensive response interventions. But this is just 
a beginning. It is now time to focus on country 
capacity to measure these indicators, and to 
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The Country Response Information System (CRIS)—supporting 
management of national AIDS information 


UNAIDS has spearheaded efforts to supply countries with a user-friendly database management tool 
designed to strengthen the management of strategic information and its analysis at the country level. This 
database tool houses indicators, project and resource tracking, and country-level research. It is housed in 
National AIDS Commissions (or their equivalents). From October 2002 to April 2004, an ambitious train- 


ing programme, involving 18 workshops and over 100 countries, introduced CRIS as a tool within country 
monitoring and evaluation frameworks. 


Its modular approach permits national and subnational indicators and programme information to be 
stored. The first indicator module is in English, French, Spanish, Russian and Chinese, and was released 
in June 2003. In late 2003 and early 2004, the resource tracking module was tested in Indonesia, Kenya 
and Uganda. The research inventory module, financially supported by the US National Institutes of Health, 
was tested in Bangladesh and Uganda. These modules are slated for release in mid-2004 to complete the 
integrated database tool. 


By the end of 2003, 25 countries were already using CRIS to store and analyse data. Information from 
country reports will be reflected in the 2005 UN Declaration of Commitment progress report. 


In partnership with other UN agencies and strategic partners, UNAIDS has led efforts to facilitate data 
transfer between existing and new tools. A common transmission format for indicators—an XML transfer 
tool—will ensure easy data transfer between CRIS, UNICEF’s Devinfo and WHO's HealthMapper. 


mentor and assist these efforts, UNAIDS and 
the US Centers for Disease Control are sending 
a group of experts to key countries. They will 


use this information to improve programmes 
so they work effectively. 
Building country capacity build on existing efforts and address key moni- 


: toring and evaluation information gaps. 
To build capacity, a comprehensive approach 8 8aP 


is needed, which includes training, technical 
assistance, access to improved guidelines and 
tools, and helping countries to recruit national 
expert staff for monitoring and evaluation 
activities. UNAIDS, and other partners such as 
the United States government, have conducted 
regional training sessions. These sessions use a 
standardized curriculum to teach monitoring 
expertise, computer database use and ways to 
present complex data to different audiences. 


The Global AIDS Monitoring and Evaluation 
Team, housed at the World Bank, concentrates 
on helping countries to find and hire local mon- 
itoring and evaluation staff and to develop func- 
tioning monitoring and evaluation offices. To 


A good example of expanding country capacity 
is Zimbabwe's District Response Information 
System, which is based at District AIDS Action 
Committee Offices, and is being piloted in 10 
districts. It is linked to community subdistrict 
offices and implementing agencies (NGOs, 
mission hospitals and other sector ministries), 
as well as to the National AIDS Commission 
headquarters and provincial offices. At the 
field level, front-line workers and Village 
AIDS Action Committees collect village-level 
data which are validated at monthly meetings 
of all village front-line workers. The National 
AIDS Commission worked with UNAIDS, 
the US Centers for Disease Control and the 
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University of Zimbabwe to define a set of 
standardized national indicators. The System 
will feed indicator data into the national 
Country Response Information System (see 
box on page 173). 


Challenges of the ‘Next Agenda’ 


An effective global response will only be 
achieved if countries own and drive their 
national responses within their own borders. 
International financial and technical assistance 
from UN agencies, donors, bilateral funders, 
foundations and others is important. But it 
only works effectively if it is embedded within 
national responses. The cornerstones of nation- 
ally led responses to AIDS are best summed up 
by the concept of the “Three Ones’. 


The key to success is national leadership that 
involves and empowers all levels of civil society, 
particularly women. Time after time, national 
success stories are clear examples of such inclu- 
siveness. In addition, responses only become 
truly effective if all activities are harmonized 
among all key participants. Too often, the 
Opposite occurs, and responses at international 
and domestic levels are fragmented, ad hoc, or 
even haphazard. 


Finally, bottlenecks exist within both interna- 
tional and domestic systems, causing delays in 
the transfer of funding and other resources to 
the key stakeholders who can best use them. 
Often, bureaucratic factors keep funding 
blocked at the national level. In other cases, 
attempts to involve community-level partici- 
pants are mere window-dressing, because these 
participants may not readily have the oppor- 
tunities or skills to participate in the response. 
Often, they are not empowered to be effectively 
involved in decision-making that affects them. 
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Ultimately, this means that the energy and 
commitment of people on the front lines of the 
response are not harnessed. 


Future challenges include: 


© strengthening and sustaining national lead- 


ership in the fight against AIDS; 


multisectoral responses, 


harmgnizing 
“ 

donor activities, and monitoring and evalu- 

ation so that countries can succeed in their 


national responses; 


producing scientific data and strategic 
information to guide the response; 


improving countries’ capacity to use the 
AIDS funds—national and international— 
at their disposal; 


establishing accountability mechanisms to 
track resources and demonstrate that they 
are being used to their fullest potential; 


creating mechanisms for civil society and 
business to contribute coherently to the 
AIDS response, through public-private 


partnerships; 


reviewing, and, where necessary, revising 
development instruments and policies (a 
number of internationally agreed instru- 
ments have been applied imperfectly and 
inconsistently—debt relief, tariff removal, 
Poverty Reduction Strategy Papers, etc.— 
and have the potential to improve health 


policies, governance and institutions in 
relation to AIDS); and 


ensuring that decentralization is a corner- 
stone of national AIDS responses (empow- 
erment and capacity need to be devolved 
from national to regional, district and com- 


munity levels). Xd 


. rarahtic 
pr 
~ 7 


Serious armed conflicts occur regularly in many 
regions of the world. In 2003, more than 72 
countries were identified as unstable, and vari- 
ous conflicts have resulted in over 42 million 
refugees and internally displaced people world- 
wide (IASC, 2003). 


Populations fleeing complex emergencies such 
as armed conflicts generally face destitution and 
food shortages. Their situation is made worse 
because they often have no access to health care, 
either because systems have collapsed or simply 
do not exist in refugee hosting areas. For exam- 
ple, in the 1998-2001 war in the Democratic 
Republic of Congo, 80% of the estimated 2.5 
million ‘excess deaths’ resulted from malnutri- 
tion, communicable diseases and other factors 


aggravated by the violent conflict (IRC, 2001). 


These conflicts can also create conditions that 
increase the risk of contracting infections such 
as HIV, and may also lead to their spread. This 
can happen either during the conflict itself, or 
after it is over. In some cases, armed conflict 
increases HIV levels or changes HIV distribu- 


tion patterns. 


In other cases, conflict has appeared to serve 
as a brake on the epidemic. This has led to 
the view that greatest vulnerability may well 
occur during the often fragile post-conflict 
period. Differing scenarios show the relation- 
ship between HIV and conflict is much more 
complex and varied than previously thought, 
and is clearly context specific. 


Whatever the case, countries recovering from 
armed conflict need to integrate an AIDS 
response into their recovery programmes—par- 
ticularly HIV-prevention activities. Without 
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this, and without significantly scaled-up inter- 
national support, HIV infection may rapidly 
escalate and threaten national efforts to recover 
from the fighting and the displacement it 
causes. Likewise, HIV-related activities should 


be integrated into refugee assistance and other 
humanitarian programmes. 


Factors in conflicts that may lead 
to the spread of HIV 


Evidence shows HIV levels among certain 
populations and regions within a country can 
sometimes increase during complex emergen- 
cies such as armed conflict. In Rwanda, the 
1994 genocide is believed to have contributed 
to the epidemic expanding to rural areas, which 
had previously been less affected. This came 
about because urban and rural populations 
were mixed together in refugee camps in neigh- 
bouring countries. 


Armed conflict can increase the likelihood of 
exposure to HIV infection in several of the fol- 
lowing ways: 


e Population displacement: conflict often 
prompts large numbers of people to flee 
the fighting, which uproots them from 
When 
people move from low-prevalence to high- 
prevalence HIV settings, they inevitably 
face increased risk of HIV exposure. In 
addition, rapid population movements 
disrupt social networks and institutions 
that normally protect and support people. 
Furthermore, frequently 
places people in chaotic circumstances in 


their usual areas of residence. 


displacement 


which access to condoms and other preven- 
tion tools may be scarce. 


— 


175 


4 


» 


4 
e 


’ 


we 


a & 


UNAIDS 


Breakdown of traditional sexual norms: the 
chaotic conditions associated with conflict 
often lead to the disintegration of traditional 
values and norms regarding sexual behaviour, 
which contributes to an overall increase in 


risk of HIV exposure (Hankins et al., 2002). 


Women and girls: armed conflict can create 
conditions of such severe deprivation that 
women and girls, in particular, are coerced 
into exchanging sex for money, food or 
protection. The presence of large numbers 
of armed men in uniforms often means a 
sex industry springs up, increasing HIV 
risk for sex workers and uniformed services 
personnel (see ‘Prevention’ chapter). 


Rape as a ‘weapon of war’: in a variety 
of recent conflicts—including Bosnia- 
Herzegovina, Democratic Republic of 
Congo, Liberia and Rwanda—combat- 
ants have used rape as a weapon of war. A 
study in Rwanda revealed 17% of women 


who had been raped tested HIV-positive, 


compared with 11% of women who had 
not been raped (UNAIDS/UNHCR, 
2003). In some conflicts, young men and 
boys have also been targets of rape. 


Collapse of health systems: when armed 
conflict triggers health system malfunction 
and collapse, national blood supply safety 
is threatened, and HIV prevention and care 


programmes can disintegrate. 


Increased substance use: to cope with chaos 
caused by conflicts, some individuals— 
including children—may seek comfort in 
increased alcohol consumption, or turn to 
other psychoactive substances, including 
glue and illicit drugs. Drug injecting is espe- 
cially likely when conflicts disrupt supply 
routes of drugs that are usually ingested, 
sniffed or smoked. This can lead to drugs 
being introduced that are more likely to 
be injected (Smith, 2002; Strathdee et al., 
2002; Hankins et al., 2002). 


Conflict situations: prevention among uniformed services and 
peacekeepers 


Over 25 million people serve in armed forces around the world, although this number could be closer to 
50 million if members of civil defence and paramilitary forces are taken into account. Most armed forces 
personnel are young men and women in their 20s and 30s and, as such, they represent one of the profes- 
sional groups most affected by AIDS. 


Uniformed services personnel generally have an ethos of risk-taking that can place them at higher risk of 
HIV infection. Often soldiers and peacekeepers are posted away from their families and communities for 
long periods of time, removing them from the social discipline that would normally prevail in their home 
communities. During conflict both consensual and non-consensual sexual encounters tend to increase, 
and adherence to prevention measures declines. 


Data on AIDS among uniformed forces are scant. However, in general, estimates suggest that sexu- 
ally transmitted infections among uniformed services personnel could be at least twice as high as in the 
general population. In some countries where HIV has been present for more than 10 years, armed forces 
report infection rates of 50-60%. Even in peaceful Botswana, one in three members of the military has 
tested HIV-positive. HIV prevalence in the Cambodian military was 5.9% in 1995; this figure had increased 
to 7% by 1997. High HIV-prevalence levels are creating substantial losses in command-level continuity, 
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reducing military preparedness, causing high recruitment and training costs and ultimately debilitating 
some national uniformed services. 


Countries respond 


Fortunately, soldiers are also a ‘captive audience’'—used to learning new skills, following orders and 
taking initiative. This makes them potentially excellent agents for change and role models for other 
young people. Globally, the military and other uniformed services have begun to respond to AIDS within 
their ranks. An increasing number of countries, including Botswana, Chile, the Philippines, South Africa, 
Thailand, Ukraine and Zambia, have implemented prevention measures within their armed forces, 
ranging from prevention education to condom distribution. Brazil, the Dominican Republic, Mozambique, 
Peru and Uruguay pledged to carry out similar activities when their Ministries of Defence, Interior, and 
Health signed partnership declarations with UNAIDS. 


A variety of approaches have been used successfully. The Ugandan Peoples’ Defence Force has used ‘Post 
Test Clubs’ to increase HIV awareness and reduce stigma. These test clubs are open to everyone who has 
had an HIV test, regardless of the results. They aim to instill hope through providing support for people living 
with HIV and their families. HIV prevalence in Uganda’s military fell from over 10% in 1990 to less than 7% in 
2003. In Cambodia, since 1997, a brand of condoms marketed specifically to the military has helped reduce 
unprotected sexual contacts between Cambodian soldiers and sex workers, from 70% to 54%. 


Similar projects have also been initiated among non-military staff. In Myanmar, UNAIDS, the United 
Nations Office on Drugs and Crime (UNODC), Care International and the Ministry of Home Affairs are 
working on a prevention programme targeting police personnel and their families. Lithuania is implement- 
ing similar activities among its border guards and police force. 


During 2002-2003, UNAIDS actively promoted and supported similar new initiatives in over 40 countries. 
Meanwhile, the UNAIDS Office on AIDS, Security and Humanitarian Response has developed a compre- 
hensive programming, training and awareness-raising package. The training focuses on increasing HIV 
awareness, encouraging prevention, eliminating sexual violence, and promoting gender equality, human 
rights, condom distribution and care and support services for HIV-positive personnel. 


Prevention among peacekeepers 

As of 2004, the UN Department of Peacekeeping Operations was involved in 15 missions worldwide, 
with some 89 countries contributing over 45 000 personnel. UNAIDS and the Department are mounting 
an AIDS response in all major peacekeeping operations. It is aimed at preventing HIV among personnel 
and helping peacekeepers to become advocates for HIV awareness wherever they are mobilized. The 
HIV/AIDS Awareness Card for Peacekeeping Operations is integral to the strategy developed by UNAIDS 
and the Department, and has been translated into 11 languages. It contains basic messages on HIV, as 
well as relevant codes of conduct for civil and military peacekeepers. 


However, there are still several challenges to implementing AIDS strategies in peacekeeping settings. 
First, HIV training needs to be tailored to the wide range of cultures represented by peacekeepers. 
Second, training is provided for officers, but there is no mechanism to ensure that this information reaches 


the lower ranks. 


Five new peacekeeping missions were established in 2004, and UNAIDS and the Department are working 
together to ensure that AIDS is addressed at mission level, and in each of the troop-contributing countries 


prior to deployment. 
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HIV and conflict: a complex 
relationship 


Increased vulnerability during conflicts 


Experts studying HIV spread within conflict 
situations have often believed there is a direct 
correlation between conflict and HIV vulner- 
ability. However, this does not necessarily 
translate into increased HIV transmission. 
During Sierra Leone’s 10-year civil war, indi- 
rect indicators suggested the increased vulner- 
ability was indeed translating into increased 


HIV infections. 


Indications of high HIV levels: Sierra 
Leone's government estimated HIV preva- 
lence among sex workers at 27% in 1995, 
and 71% in 1997 (Kaiser et al., 2002). 
Meanwhile, in the same period, surveil- 
lance in the country’s antenatal clinics 
showed HIV prevalence rose from 4% to 
7%. These findings echoed other studies 
that stated 11% of peacekeepers returning 
to Nigeria from Sierra Leone were HIV- 
positive—more than double Nigeria’s then- 
current HIV prevalence (Smith, 2002). 


Low HIV awareness: among surveyed 
peacekeepers and soldiers from the national 
army, only 23% could cite at least three 
HIV-transmission routes; 38% reported 
not being worried about AIDS; and only 
39% had used a condom during their last 
sexual encounter (McGinn et al., 2001). 


High levels of sexual violence: a 2001 
study found 9% of women displaced by 
armed conflict had been sexually assaulted 
(UNAIDS/UNHCR, 2003). Other reports 
documented that rebel militia members sys- 
tematically raped young girls and women 


(Salama et al., 1999). 
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Can conflict sometimes act as a brake 
on the epidemic? 


Recently, more rigorous research has been car- 
ried out on the relationship between conflict 
and HIV vulnerability and risk. In a few cases, it 
suggests that under some conditions of conflict, 
HIV transmission may actually be slowed. In 
Sierra Leone, once hostilities ceased, the gov- 
ernment formed a partnership with the World 
Bank and the US Centers for Disease Control 
and Prevention to carry out a national HIV 
prevalence and behavioural risk survey. The 
2002 study confirmed low levels of HIV-related 
knowledge and high levels of sexual violence. 


But contrary to the indirect indicators suggest- 
ing increased HIV infection, the study also 
found much lower HIV-infection levels (14%) 
than previously documented during the con- 
flict. A partial explanation for this is that during 
the war, movement within the country, cross- 
border migration and trade became extremely 
difficult. This helped to ‘insulate’ Sierra Leone 
from the growing HIV epidemic in West 
Africa. In the 2002 survey, some 90% of people 
remained in the country as internally displaced 
persons; only 10% fled to neighbouring coun- 
tries. Therefore, in this instance, the increased 
risk of HIV infection that had translated into 
high HIV prevalence among sex workers did 
not actually translate into sustained increased 
infection among the general population. 


Experience in other countries has revealed 
similar findings. For example, Bosnia and 
Herzegovina was a war zone from 1992 to 1995, 
yet it continued to have a very low HIV preva- 
lence (0.0003% of the population in 2001). 
This is despite the fact that the war displaced 
large numbers of people, and there were very 
high levels of sexual violence (Cavaljuga, 2002). 


If HIV is not already prevalent in acountry 
in conflict, the virus cannot take advantage of 
conditions conducive to its spread. In addition, 
conflict can make a population less mobile, and 
therefore possibly less likely to encounter HIV 
than in peacetime. 


Refugees and HIV 


Millions of people fleeing armed conflict find 
shelter in large refugee camps. Unfortunately, 
many of these refugees, especially women and 
girls, experience poverty, powerlessness, social 
instability and sexual abuse (Lubbers, 2003). 
Because refugees are vulnerable from a socio- 
economic and cultural standpoint, it has long 
been assumed they face a greater risk of HIV 
exposure. However, as in some prolonged con- 
flict situations, recent evidence suggests they 
may not develop higher HIV-infection levels. 


Between 2001 and 2003, the UN High 
Commissioner for Refugees (UNHCR) and 
its partners measured HIV prevalence among 
pregnant women in more than 20 camps hous- 
ing some 800 000 refugees in Kenya, Rwanda, 
Sudan and Tanzania. The results: refugee 
populations in three of the four countries had 
significantly lower HIV prevalence than the 
surrounding host communities. For example, 
in northwestern Kenya, 5% of refugees were 


HIV-positive, compared with an 18% HIV 
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HIV prevalence by country of asylum and country of origin, 
by region, 2003 


6% 


5% 


@ Countries of asylum 
™@ Countries of origin 


prevalence in the surrounding host country 
population. In the fourth country, Sudan, the 
refugee camps and host community had com- 
parable infection rates (Lubbers, 2003). 


Several explanations may underlie discrepancies 
in HIV prevalence between refugee and host- 
country populations. Historically, the home 
countries of most refugees in Africa and Asia 
have typically had lower HIV prevalence than 
countries hosting the refugees (see Figure 49). 
Refugees often live in camps in remote rural 
areas with limited freedom of movement, which 
may limit their exposure to the host country’s 
population, especially in high-prevalence rural 
areas. In addition, international agencies and 
nongovernmental organizations (NGOs) have 
mounted HIV-prevention programmes tar- 
geting refugee populations. This potentially 
reduces risk of HIV exposure through sexual 


Arriving at estimates of HIV prevalence in conflict situations 


In countries with generalized epidemics, most national HIV-prevalence estimates are based on surveil- 
lance data that assess prevalence over time among pregnant women who attend selected sentinel ante- 
natal clinics. If these are disrupted during conflict and post-conflict situations, population-based surveys 

’ may be used. These surveys may underestimate infection levels if participation is too low. However, they 
may better reach rural populations that generally have lower HIV levels than urban populations. These 
surveys also include men as well as non-pregiant women. The Sierra Leone survey (discussed on page 
178) was population-based, which may partly explain why HIV prevalence appeared lower after the con- 
flict than in previous sentinel surveillance surveys (Spiegel, 2003). 


179 


‘vy 
oS 4% 
2 
S 3% 
2 
a 
=> 2% |\— 
= 
1% 
0% 
Africa Asia Europe Latin America North America Oceania 
(N=29) (N=17) (N=14) andthe Caribbean  (N=2) (N=1) 
(N=2) 
Region** 
* Weighted means: country of asylum by population size, country of origin by refugee population size 
** N refers to countries of asylum with > 10,000 refugees Source: UNHCR, 2004 
Figure 49 


UNAIDS 


HIV risk factors for conflict and displaced persons camps 


Key Factors 


Source: Spiegel, UNHCR, 2003 


Figure 50 


activity, contaminated injection equipment and 
unscreened blood supplies. 


Angola provides a case in point. When the 
Angolan conflict ended in April 2002, the 
country had substantially lower HIV preva- 
lence (5—10% in Luanda and 1—3% in rural 
areas) than other countries in Southern Africa. 
Again, compared with surrounding countries, 
prolonged conflict may have acted as a brake 
on HIV spread in Angola. As refugees began 
repatriating from Namibia and Zambia, false 
rumours surfaced among the Angolan popula- 
tion that as many as 70% of them were HIV- 
positive. These rumours created great public 
anxiety that returning refugees would spread 
HIV and imperil the country’s recovery. 


In fact, UNHCR used indirect HIV-prevalence 
indicators to show that HIV prevalence among 
returning refugees was much lower than the 
surrounding host populations’ prevalence in 
Namibia and Zambia. Strong HIV-preven- 
tion programmes in refugee camps meant that 
returning refugees actually had better HIV 
knowledge than the average Angolan. Indeed, 
prevention training in refugee camps may actu- 
ally help the returning refugees to become an 
important HIV-prevention resource for Angola 
(Spiegel and de Jong, 2003). 


Decreased Risk 


HIV surveillance and 
emergencies 


Experience in Angola and 
Sierra Leone shows that 
more and better research, 
surveillance and behavioural 
monitoring are needed in 
emergency situations. The 
growing understanding of 
the complex relationship 
between HIV and conflict 
means some factors that 
reduce HIV-related risk (e.g., reduced mobility, 
improved prevention targeting) may compete 
with factors that increase risk. Key factors in 
the balance between these competing forces 
include the degree of interaction between 
refugee and host country populations; the type 
of interaction, including the extent of sexual 
violence; and the respective HIV prevalence of 
these groups (see Figure 50). Therefore, careful 
monitoring is required to provide guidance on 
appropriate policy and programme responses in 
different contexts. 


Improving HIV surveillance in emergency situ- 
ations is a daunting task, but agencies working 
in such situations need to make it a priority. 
Effective surveillance requires knowledge of 
HIV prevalence in the areas where affected 
populations lived prior to displacement. It 
also needs post-displacement behavioural and 
biological information on HIV _ infections 
among displaced persons and surrounding host 
communities. Finally, there needs to be a sub- 
regional approach with improved coordination 
and information sharing; it should take into 
account the entire displacement cycle, includ- 
ing repatriation and reintegration. 


Biological and behavioural surveillance help 
agencies better understand factors that acceler- 
ate and slow HIV transmission, and facilitate 
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more eftective programme responses. HIV These included ‘adolescent-friendly’ corners 
surveillance is not easy to undertake during an that provided safe places for frank discussion of 
emergency’s acute phase. But it is still possible youth concerns about HIV. Youth teams were 
to obtain indirect estimates of HIV prevalence _ established to mobilize and sensitize internally 
as blood donations are screened, and results displaced persons and their host communities 
documented by age and sex. In post-conflict about HIV. In addition, concerted efforts were 
situations, sentinel surveillance provides infor- made to maintain condom distribution for the 
mation that better reflects the general popula- _ displaced. 


tion as a whole (Spiegel, 2003). 
NGOs working in refugee camps have also 


Taking effective action recently begun to implement more compre- 

; hensive HIV programmes, such as voluntary 
Until recently, agencies involved in conflict counselling and testing, and prevention of 
situations paid little attention to HIV preven- mother-to-child transmission. For example, in 
tion, care and surveillance in emergencies. Tanzania, Norwegian People’s Aid started a pilot 
However, the 1994 Rwandan crisis helped programme for refugees in Lukole and Kitali 
them realize that both non-displaced and camps, and for the surrounding population. 
displaced persons affected by conflict need During its first three months, the programme 
HIV-related interventions. To underscore this counselled nearly 3000 pregnant women, with 


point, in 2002, UNHCR began to implement —_ more than 80% of them accepting HIV testing 
its 2002-2004 HIV and Refugees Strategic (Norwegian People’s Aid, 2002). 


Plan. In particular, it stressed the importance 
of initiating essential reproductive and sexual 
health services, including HIV and sexually 
transmitted infection prevention and care at 
the very earliest stage of a refugee crisis. 


In Angola, now that peace has returned, UN 
agencies are working with the government 
and other partners to keep HIV prevalence 
low. The UN anticipated that 240 000 refu- 


gees would be repatriated from camps in the 


In 2003, UN agencies and NGOs reconstituted = Pemocratic Republic of Congo, Namibia and 


an Interagency Standing Committee Reference Zambia, aud developed anactonsplan see 
Group on HIV in Emergency Settings {0 endorsed by the Government of Angola. While 
coomiinate action in emergency situations. still in refugee camps, individuals will receive 
Guidelines were produced that stressed the HIV-prevention training and. access to con- 
importance of multisectoral action. aN ea doms. On arrival in Angola, reception centres 
cies have also supported comp rehensive "*" will provide them with education, condoms 
prevention activities in peacekeep Ing Missions and peer-based interventions. The action plan 
in countries such as the Democratic Republic 


also calls for comprehensive HIV programmes 
of Congo, Eritrea, Ethiopia and Sierra Leone. for all Angolans who live in the areas of return. 
In Liberia, the Liberian Red Cross and the These emerging plans reflect a growing rec- 
United Nations Population Fund (UNFPA) ognition of the need for subregional and 
worked with many local NGOs to establish integrated approaches to implementing HIV- 
HIV-prevention and education programmes related interventions in post-conflict repatria- 
within camps for internally displaced persons. tion and reintegration situations. 
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Around the world, wherever HIV spreads, 
people living with HIV often quickly establish 
networks of self-help, support, and empower- 
ment. 


In June 1983 in Denver, United States of 
America, a movement of people living with 
HIV emerged at the Second National Forum 
on AIDS. The ‘Denver Principles’ adopted at 
the forum called for those living with HIV to 
be supported when they opposed AIDS-related 
stigma and discrimination. The Principles also 
stated that people living with HIV should “be 
involved at every level of decision-making [...], 
serve on the boards of directors of provider 
organizations, and participate in all AIDS 
meetings with as- much credibility as other 
participants, to share their own experiences 
and knowledge” (Senterfitt, 1998). By 1988, 
the publication AJDS Treatment News listed 
more than 20 coalitions of people living with 
HIV across the Canada, United States, and the 
United Kingdom. 


National and global groups emerge 


In Uganda, The AIDS Support Organisation 
was the pioneer. It was formed in 1987 in 
Kampala by a group of 16 volunteers, 12 of 
whom were living with HIV. Such groups 
often form around clusters of people caring 
for a loved one. For example, Jamaica AIDS 
Support started up unofficially in 1991 as 
a result of a group of men helping a friend 
dying from AIDS. In other cases, a courageous 
individual has been prepared to be open about 
living with HIV, and has inspired others to 


i 


y a 
a | 
iL im ¥ > — 
a i. it .) we - 4 = 


take positive action. In 1990, Joe Muriithi in 
Kenya was one of the first Africans to publicly 
disclose his HIV-positive status, and he and his 
wife, Jane Muriithi, started the Know AIDS 
Society. In 1992, Auxillia Chimusoro—one of 
the founders of the International Community 
of Women with HIV/AIDS—was one of the 
first people in Zimbabwe to publicly disclose 
her seropositive status, and she went on to form 
the Batanayi support group. 


In Brazil, the Grupo Pela Vidda of Rio de 
Janeiro was founded in 1989 by writer and 
civil rights activist Herbert Daniel. The group's 
Declaration of the Rights of People Living with 
HIV/AIDS was adopted unanimously by more 
than 50 organizations at the second National 
Meeting of HIV/AIDS NGOs in Porto Alegre, 
Brazil in 1989. In India, at a 1997 national 
workshop, some 35 HIV-positive individuals 
formed the Indian Network of Positive People. 
Ashok Pillai was elected General Secretary, 
and he assumed a public and prominent role 
on behalf of those living with HIV. Today, the 
Network has more than 1000 members from 14 
states, and includes a positive women’s network. 
Sadly, like so many other pioneers of the AIDS 


movement, Ashok Pillai has passed away. 


Globally, an international network of people 
living with HIV was initially formed in 1986, 
and later became the Global Network of People 
Living with HIV/AIDS. In July 1992, the 
International Community of Women Living 
with HIV/AIDS was formed by a group of 
HIV-positive women from 30 different coun- 
tries who were attending the 8th International 
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Conference on AIDS in Amsterdam. The 
Community drew on the growing movement 
of HIV-positive women in Africa, which led to 
a new kind of activism extending beyond the 
immediate concerns of creating self-help and 


support groups. 


The GIPA principle 


The principle of the Greater Involvement of 
People Living with HIV/AIDS (GIPA) was 
formally recognized at the 1994 Paris AIDS 
Summit, when 42 countries agreed to support 
an initiative to “strengthen the capacity and 
coordination of networks of people living with 
HIV/AIDS and community-based organiza- 
tions’. They added that, “by ensuring their 
full involvement in our common response to 
the pandemic at all—national, regional and 
global—levels, this initiative will, in particular, 
stimulate the creation of supportive political, 
legal and social environments”. 


The Paris Declaration also expressed “determi- 
nation to mobilize all of society—the public 
and private sectors, community-based organi- 
zations and people living with HIV/AIDS—in 
a spirit of true partnership”, as well as to fully 
involve “people living with HIV/AIDS in the 
formulation and implementation of public 
policies [and] ensure equal protection under 


the law for persons living with HIV/AIDS”. 


In 2001, the United Nations Declaration of 
Commitment on HIV/AIDS endorsed the 
GIPA principle, which was further upheld in 
the Guiding Principles of the ‘3 by 5’ Treatment 
Initiative. These guiding principles state that, 
“The Initiative clearly places the needs and 
involvement of people living with HIV/AIDS 
in the centre of all of its programming” (WHO, 
2003). UNAIDS has promoted GIPA since 
its beginning by involving people living with 


HIV at all levels, including on its Programme 
Coordinating Board. 


Roles of people living with HIV: 
national leadership 


Despite these endorsements, the active involve- 
ment of people living with HIV in decision- 
making is still far from universal. Furthermore, 
the involvement of HIV-positive women, 
youth and children has lagged far behind 
that of men in most parts of the world. One 
constraint is that, globally, only about 10% of 
those living with HIV know their seropositive 
status. Others are unable to be open about their 
status because they fear they will face discrimi- 
nation and stigma. Nevertheless, progress is 
being made. 


In Eastern Europe and Central Asia, the epi- 
demic is still relatively new, but few people 
know their HIV status. Even fewer are will- 
ing to be open about it, and there is little 
tradition of civil society involvement. But, in 
recent years, the movement of people living 
with HIV has become stronger and more 
influential. For example, in Ukraine, the All- 
Ukrainian Network of Persons Living with 
HIV/AIDS has helped shape the National 
AIDS Prevention Programme, and is increas- 
ingly involved in providing HIV-related care 
services (UNDP, 2003). 


The Cambodian People Living with HIV/AIDS 
Network has been actively involved in policy 
development. As a member of the Country 
Coordinating Mechanism, it helped formulate 
Cambodia's successful funding proposal to the 
Global Fund to Fight AIDS, Tuberculosis and 
Malaria. Similarly, partnership forums have 
been established in many countries, bringing 
together people living with HIV and other 
government and nongovernmental partners in 


shaping AIDS responses (see Figure 51). 
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Participation in partnership forums by people living with HIV, 2003 


Number of countries 


35 


30 


Elsewhere, the Asia-Pacific Netwerk for 
People Living with HIV/AIDS has united 
people from over 20 Asian countries under the 
United Nations Development Programme's 
(UNDP) ‘Leadership for Results’ programme. 
This regional network has fostered developing 
national organizations of people living with 
HIV. One of these is Spiritia, in Indonesia, 
which has also received UNAIDS support. In 
cases of more recently emerging epidemics, UN 
Theme Groups on HIV/AIDS have encour- 
aged and supported AIDS activist groups that 


are starting up. 
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provide AIDS information and support, and 
help people adhere to their treatment regimens. 


The link between providing services and 
national advocacy has most prominently come 
into play around the issue of extending access to 
treatment—one of the main priorities of AIDS 
activism. For example, in Thailand, the Thai 
Network of People Living with HIV/AIDS and 
the Thai NGO Coalition on AIDS encouraged 
the government to provide antiretroviral drugs 
under its national health insurance scheme. 
In December 2001, the Thai Government 
announced that it would extend health care to 
cover these medicines, and created 
a panel with Network representa- 
tives to oversee implementation. 


In Kazakhstan, 30% of the country’s 
HIV-positive people live in the city 
of Temirtau, where, since 1998, the 
NGO  Shapagat (‘mercy in Ka- 
zakh) gives them a voice. The 


local municipal government pro- 


Sub-Saharan Asia 
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Africa and Central Asia 


Source: UNAIDS Secretariat country offices, 2004 


Providing services and 
encouraging local participation 


In other cases, people living with HIV have 
long been involved in national decision- 
making. Increasingly, HIV-positive people are 
actively participating in local decision-making 
processes, and in providing services to others 


with HIV. Often, they are at the front line of 


care and support. For instance, in Cambodia, 
through the ‘Friend Help Friend’ units at dis- 
trict health centres, volunteers living with HIV 


Latin America 
and the Caribbean 


vides Shapagat with offices, an 
d the NGO works with its lo- 
cal AIDS centre, United Nations 
agencies, and the Open Society 
Foundation. Shapagat makes regular 
presentations to the local parliament 
and the governments executive 
authority. Temirtau’s HIV-posi- 
tive people have served on the 
country’s National AIDS Commission, and have 
also participated in the Global Fund’s Country 
Coordinating Mechanism for Kazakhstan. 


Employment and workplace 
issues 


The presence of people openly living with 
HIV in the workplace shows it is possible to 
go on living and working normally, a critical 
first step in successfully dealing with work- 
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related discrimination. The United Nations 
Volunteers Programme has backed GIPA 
in Southern Africa by placing people living 
with HIV in mining companies, parastatal 
organizations, and United Nations agencies, 
among others. Programme participants carry 
out advocacy and education programmes, 
and actively help to develop AIDS workplace 
action plans. Similarly, in the Caribbean, since 
2000 about 50 HIV-positive members of the 
United Nations Volunteers Programme have 
worked to counter AIDS-related discrimina- 
tion in seven countries in the region. 


Rarely do HIV-positive people get paid for 
caring for and supporting others living with 
the virus. One exception is Botswana, where 
a member of the country’s Network of People 
Living with HIV/AIDS works as a community 
liaison officer with the infectious diseases clinic 
in the capital, Gabarone. Her personal experi- 
ences encountered in the process of living with 
HIV have been particularly important in help- 
ing patients (especially those who have come 
from distant villages) talk about the difficulties 
they have with adhering to their drug regimen, 
or the pressures that relatives exert on HIV- 
positive mothers to breastfeed their newborn 


children (UNAIDS, 2003). 


Corporate, trade union and government sup- 
port for AIDS workplace programmes exists 
in many places (see ‘Impact’ chapter and 
‘Prevention’ chapter). However, the informal 
work sector still poses a significant challenge. 
India is a case in point. Some 92% of India’s 
people work in the informal economy. The 
International Labour Organization (ILO), 
along with employers’ and workers’ organiza- 
tions, has supported the Network of Positive 
People of Delhi’s work in the informal sector. 
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The Network’s members provide training, job 
assistance, and care and support to both HIV- 
positive workers and the families of those who 


have died of AIDS. 


Commitment and courage require 
support 


Involvingspeople living with HIV in national 
AIDS responses has proved extremely valuable. 
However, doing so effectively requires recog- 
nizing a range of needs. Many programmes 
depend on the commitment and courage of 
HIV-positive individuals. An HIV diagnosis 
is already a life-changing event causing shock, 
grief, and a sense of loss of control over one’s 
life. Disclosing one’s HIV-positive status can 
be traumatic, even under the best of circum- 
stances. Doing so publicly—as many HIV-pos- 
itive activists have—is never easy, even when 
done with the support of the organizations in 
which they are active. Many United Nations, 
governmental and NGO initiatives around the 
world encourage such disclosure in order to 
prevent further spread of the virus, but they 
often fail to help HIV-positive people prepare 
for it, and they do not provide adequate sup- 
port for the ongoing work the activists do. 


Financing is crucial. People living with HIV 
need access to antiretroviral drugs and other 
essential care, and they need to receive a salary 
or other paid compensation for their time and 
contributions. Otherwise, their capacity to 
participate in the AIDS response is seriously 
hindered. One example of an innovative effort 
to plug the gap is in Uganda. A Treatment 
Fund for HIV/AIDS Advocates in Uganda 
currently provides six advocates with antiret- 
roviral treatment, and is funded by Rotary 
International, and its Belgian and Ugandan 


branches (Uganda AIDS Commission and 
UNAIDS, 2003). The Fund is co-managed 
by the Persons Living with HIV/AIDS Forum, 
which brings together all of Uganda's relevant 


networks and associations. 


HIV-positive African women taking on activ- 
ist roles have faced enormous challenges. They 
are frustrated over the pressures they encounter 
to disclose their status as part of prevention 
campaigns, while their own financial, medical 
and emotional needs are ignored. The com- 
mitment and volunteerism of people living 
with HIV has been exploited by NGOs and 
government programmes that use this cheap 
or free labour in place of health-care services 


(Manchester, 2003). 
A study of 17 NGOs providing HIV and 


AIDS services in four countries (Burkina Faso, 
Ecuador, India and Zambia) revealed that fail- 
ure to account for the needs of HIV-positive 
people reduced the effectiveness of the services 
provided. Involving people living with HIV 
in outreach education, before they receive 
the necessary training and ongoing support, 
can have a negative impact on service quality, 
and can also harm the individuals themselves 
(Horizons Program, 2002). Participation of 
people living with HIV at the international 
level can be hindered by difficulties obtain- 
ing travel insurance to cover any HIV-related 
illnesses or travel restrictions that many coun- 
tries impose on people living with HIV. 


Greater involvement comes from a 
supportive enabling environment 


There are no simple answers to these prob- 
lems. Within organizations seeking real (and 
not token) involvement, creating a supportive, 
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enabling environment requires a great deal 
of thought and commitment. HIV-positive 
people need training and support so they 
can participate more actively, and institutions 
need to make their procedures more participa- 
tory and accessible to people who may not be 
used to the customary formality of meetings 
and other institutional requirements. This 
is especially necessary if more HIV-positive 
women and young people—traditionally 
excluded from decision-making processes— 
are to be empowered to contribute in a mean- 


ingful way. 


All of this means it is more essential than ever 
to provide more funds for capacity-building, 
financial compensation for work performed, 
and treatment and psychological support for 
HIV-positive people involved in such work. 
But more formal involvement of networks 
and organizations of people living with HIV 
(as opposed to informal personal involvement) 
would also help in implementing the GIPA 
principle in a sustained manner. The transition 
from self-help groups to representative orga- 
nizations has taken place in many countries, 
creating additional needs to build organiza- 
tional, management, advocacy, and leadership 
capacities. 


The theme of the September 2003 International 
Conference of People Living with HIV/AIDS— 
The Dawn of New Positive Leadership— 
recognized these new roles. The Conference 
Declaration noted that “Our communities and 
organizations are still starved of the resources 
they need to effectively fulfil their potential 
and perform the role that is being demanded 
of us”. The Declaration demanded “That we 
are supported in our efforts to build capacity 


UNAIDS 


to effectively contribute as equal partners in the 


response’. 


Conclusion 


Experience has shown that involving people 
living with HIV in a meaningful way is a core 
element of an effective response to the epidemic. 
Strengthening and sustaining this role requires: 


i) 


) 


ili) 


that people know their HIV status (which, 
in turn, requires vastly increased access to 
voluntary counselling and testing facilities); 


keeping people alive with antiretroviral 
treatment so they can remain active in their 
chosen fields of work; and 


creating the practical and political space 
for people living with HIV to expand 
their role and contribution by addressing 
HIV-related stigma and discrimination; 
promoting appropriate legal and policy 
environments; and supporting participa- 
tion with resources, including organiza- 
tional development. 
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Already, AIDS organizations exist in many 
forms—from support and_ service-delivery 
bodies to advocacy and representational orga- 
nizations. In the face of a long-standing but 
constantly changing epidemic, the range of 
these organizations needs to be extended even 
further. In particular, as more people know 
their HIV status, it means reaching out beyond 
recognized AIDS networks, to non-health-care 
settings—for instance, to workplaces, places 
of worship, schools and other institutions. 
Networks of people living with HIV are dem- 
onstrating their commitment to forging new 
partnerships; now they need help in order to 
enhance their organizational capacities and 


meet these new challenges. X 
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Table of country-specific HIV/AIDS estimates and data, 
end 2003 


Global surveillance of HIV/AIDS and sexually transmitted infections is a joint effort of the World Health Organization 
(WHO) and the Joint United Nations Programme on HIV/AIDS (UNAIDS). The UNAIDS/WHO Working Group on 
Global HIV/AIDS and STI Surveillance, initiated in 1996, is the main coordination and implementation mechanism 
through which UNAIDS and WHO compile the best information available and help improve the quality of data 
needed for informed decision-making and planning at national, regional and global levels. The estimates con- 
tained in this table are a product of the Working Group, and they are derived in close collaboration with national 


AIDS programmes and many other partners. 
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1. Estimated number of people living with HIV 


f 


Adults and children, end 2003 Adults and children, end 2001 Adults (15-49), end 2003 


timate - 
[low estimate - Estimate [low es 
high estimate] ' high estimate] 


pene : 


| [low estimate - 
high estimate] 


Estimate 


Estimate 


[97,000 - 600,000) 


220,000 [88,000 - 540,000} 


240,000 


Angola 220,000 [86,000 - 550,000) 

Benin 68,000 [38,000 - 120,000] 65,000 [36,000 - 110,000} 62,000 [35,000 - 110,000] 
Botswana * 350,000 [330,000 - 380,000] 350,000 [330,000 - 380,000} 330,000 [310,000 - 340,000} 
Burkina Faso * 300,000 [190,000 - 470,000} 280,000 [180,000 - 440,000] 270,000 [170,000 - 420,000] 
Burundi 250,000 [170,000 - 370,000) 240,000 [160,000 - 360,000} 220,000 [150,000 - 320,000] 
Cameroon * 560,000 [390,000 - 810,000] 530,000 [370,000 - 770,000} 520,000 [360,000 - 740,000] 
Central African Republic 260,000 [160,000 - 410,000] 250,000 [150,000 - 400,000} 240,000 [150,000 - 380,000] 
Chad 200,000 [130,000 - 300,000] 190,000 [120,000 - 290,000] 180,000 {120,000 - 270,000) 
Comoros ai oa x oF oF ie 
Congo 90,000 [39,000 - 200,000] 90,000 ‘ [39,000 - 200,000} 80,000 [34,000 - 180,000] 
Céte d'Ivoire 570,000 [390,000 - 820,000} 510,000 [350,000 - 740,000} 530,000 [370,000 - 750,000} 
Dem. Republic of Congo ** 1,100,000 [450,000 - 2,600,000] 1,100,000 [430,000 - 2,500,000] 1,000,000 [410,000 - 2,400,000] 
Djibouti 9,100 [2,300 - 24,000] 8,100 [2,400 - 23,000] 8,400 [2,100 - 21,000] 
Equatorial Guinea Ae a es aS oe an 
Eritrea 60,000 [21,000 - 170,000] 61,000 [22,000 - 160,000] 55,000 [19,000 - 150,000] ; 
Ethiopia 1,500,000 [950,000 - 2,300,000] 1,300,000 [820,000 - 2,000,000] 1,400,000 [890,000 - 2,100,000] 
Gabon 48,000 [24,000 - 91,000] 39,000 [19,000 - 78,000] 45,000 [23,000 - 86,000] 
Gambia 6,800 [1,800 - 24,000] 6,700 [1,800 - 24,000] 6,300 {1,700 - 23,000] 
Ghana * 350,000 [210,000 - 560,000] 330,000 [200,000 - 540,000] 320,000 [200,000 - 520,000] 
Guinea * 140,000 [51,000 - 360,000} 110,000 [40,000 - 310,000} 130,000 [48,000 - 330,000] 
Guinea-Bissau ay 3 ae a pee i 
Kenya 1,200,000 [820,000 - 1,700,000] 1,300,000 [890,000 - 1,800,000] 1,100,000 [760,000 - 1,600,000] 
Lesotho * 320,000 [290,000 - 360,000] 320,000 [290,000 - 360,000} 300,000 [270,000 - 330,000] 
Liberia 100,000 [47,000 - 220,000} 86,000 [37,000 - 190,000] 96,000 [44,000 - 200,000] 
Madagascar 140,000 [68,000 - 250,000} 100,000 [50,000 - 180,000} 130,000 [66,000 - 220,000} 
Malawi * 900,000 [700,000 - 1,100,000] 850,000 [660,000 - 1,100,000] 810,000 [650,000 - 1,000,000] 
Mali 140,000 [44,000 - 420,000] 130,000 [40,000 - 390,000] 120,000 [40,000 - 380,000] 
Mauritania 9,500 [4,500 - 17,000] 6,300 [3,000 - 11,000] 8,900 [4,400 - 15,000] 
Mauritius au a: a ek oe oe 
Mozambique 1,300,000 [980,000 - 1,700,000] 1,200,000 [930,000 - 1,600,000] 1,200,000 [910,000 - 1,500,000] 
Namibia 210,000 [180,000 - 250,000] 200,000 [170,000 - 230,000] 200,000 [170,000 - 230,000} 
Niger 70,000 [36,000 - 130,000] 56,000 [28,000 - 110,000] 64,000 [34,000 - 120,000] 
Nigeria 3,600,000 [2,400,000 - 5,400,000] 3,400,000 [2,200,000 - 5,000,000] 3,300,000 [2,200,000 - 4,900,000] 
Rwanda * 250,000 [170,000 - 380,000] 240,000 [160,000 - 360,000} 230,000 [150,000 - 350,000} 
Senegal * 44,000 [22,000 - 89,000] 40,000 [20,000 - 81,000] 41,000 [21,000 - 83,000] 
Sierra Leone 

Somalia a a i ‘sf es 6s 
South Africa * 5,300,000 [4,500,000 - 6,200,000] 5,000,000 [4,200,000 - 5,900,000) 5,100,000 [4,300,000 - 5,900,000] 
Swaziland ** 220,000 [210,000 - 230,000] 210,000 [190,000 - 220,000] 200,000 [190,000 - 210,000] 
Togo 110,000 [67,000 - 170,000] 100,000 [65,000 - 160,000} 96,000 [61,000 - 150,000] 
Uganda * 530,000 [350,000 - 880,000} 620,000 [420,000 - 980,000] 450,000 [300,000 - 730,000) 
United Rep. of Tanzania * 1,600,000 [1,200,000 - 2,300,000] 1,600,000 [1,100,000 - 2,200,000) 1,500,000 [1,100,000 - 2,000,000) 
Zambia 920,000 [730,000 - 1,100,000] 890,000 [710,000 - 1,100,000] 830,000 [680,000 - 1,000,000} 
Zimbabwe 1,800,000 [1,500,000 - 2,000,000] [1,500,000 - 2,000,000] 1,600,000 [1,400,000 - 1,900,000] 


1,700,000 


LiLemelele ne 500.00 


China 840,000 [430,000 - 1,500,000] 660,000 [320,000 - 1,100,000] 830,000 [430,000 - 1,400,000} 


Hong Kong SAR 2,600 [1,300 - 4,400] 2,700 [1,300 - 4,400] 2,600 [1,300 - 4,300] 
Dem. Peo. Rep. of Korea Sr ‘i ‘is es set . 
Japan 12,000 [5,700 - 19,000] 12,000 [5,800 - 20,000] 12,000 [5,700 - 19,000] 
Mongolia <500 [<1,000] <200 [<400] <500 [<1,000] 
Republic of Korea 8,300 [2,700 - 16,000] 5,600 [1,800 - 11,000] 8,300 [2,700 - 16,000] 
Australia 14,000 [6,800 - 22,000] 12,000 [6,000 - 20,000] 14,000 [6,600 - 22,000} 
Fiji 600 [200 - 1,300] <500 [<1,000] 600 [200 - 1,200) 
New Zealand 1,400 [480 - 2,800] 1,200 [420 - 2,400} 1,400 [500 - 2,800} 
Papua New Guinea 16,000 [7,800 - 28,000] 10,000 [4,900 - 17,000] 16,000 [7,700 - 26,000] 
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1. Estimated number of people living with HIV (continued) 


Adults (15-49), end 2001 Adults (15-49) rate (%) Adults (15-49) rate (%) 


end 2003 end 2001 Women (15-49), end 2003 


low estimate - ’ 
ee le < h —" Ratnate tS tne How estimate - | estimate ow estimate - 
g high estimate] high estimate] high estimate] 


[78,000 - 490,000) 


— ~ryrcgermeeres = [1.6 - 9.4] 3.7 [1.5-9.1] 130,000 [50,000 - 300,000] 
[1.1 - 3.3] 1.9 [1.1-3.4] 35,000 [20,000 - 62,000] 
na 330,000 [320,000 - 340,000} 37.3 [35.5 - 39.1] 38.0 [36.3- 39.7] 190,000 [180,000 - 190,000} 
ina Faso * 250,000 [160,000 - 390,000) 4.2 [2.7 - 6.5] 4.2 [2.7-6.5] 150,000 [98,000 - 240,000} 
ai 220,000 [150,000 - 310,000} 6.0 [4.1 - 8.8] 6.2 [4.3-9.0] 130,000 [85,000 - 180,000) 
p ll 500,000 [350,000 - 700,000] 6.9 [4.8 - 9.8] 7.0 [4.9-9.9] 290,000 [200,000 - 420,000} 
African Republic 230,000 [140,000 - 360,000} 13.5 [8.3 - 21.2] 13.5 (8.3-21.2} 130,000 [83,000 - 210,000) 
170,000 [110,000 - 260,000] 4.8 (3.1 - 7.2] 4.9 [3.2-7.4] 100,000 [66,000 - 150,000] 
Ingo 80,000 [35,000 - 170,000] 4.9 [2.1 - 11.0] 5.3 [2.3-11.5] 45,000 [19,000 - 100,000) 
te d'Ivoire 480,000 [330,000 - 680,000} 7.0 [4.9 - 10.0] 67 [4.7-9.6] 300,000 [210,000 - 420,000} 
m. Republic of Congo ** 950,000 [390,000 - 2,200,000) 4.2 [1.7 - 9.9] 4.2 [1.7- 10.0] 570,000 [230,000 - 1,300,000] 
bouti 7,500 [2,200 - 21,000] 2.9 (0.7 - 7.5] 2.8 (0.8 - 7.9] 4,700 [1,200 - 12,000] 
uatorial Guinea se as = vy, a see ie =i 
trea 55,000 [20,000 - 150,000] 29 [0.9 - 7.3] 2.8 [1.0-7.6] 31,000 [11,000 - 85,000) 
niopia 1,200,000 [760,000 - 1,900,000} 4.4 [2.8 - 6.7] 4.1 [2.6-6.3] 770,000 [500,000 - 1,200,000} 
bon 37,000 [18,000 - 73,000] 8.1 [4.1 - 15.3] 6.9 [3.3-13.7] 26,000 [13,000 - 48,000] 
mbia 6,300 [1,700 - 22,000} 1.2 [0.3 - 4.2] 1.2 [0.3 - 4.3] 3,600 [970 - 13,000] 
ana * 310,000 [190,000 - 500,000) 3.1 [1.9 - 5.0] 3.1 [1.9-5.1] 180,000 [110,000 - 300,000} 
jinea * 100,000 [37,000 - 280,000} 3.2 [1.2-8.2] 2.8 [1.0-7.5] 72,000 [27,000 - 190,000] 
nya 1,200,000 [830,000 - 1,600,000] 6.7 [4.7 - 9.6] 8.0 [5.8-11.1] 720,000 [500,000 - 1,000,000] 
sotho * 300,000 [270,000 - 330,000] 28.9 [26.3 - 31.7] 29.6 [27.0- 32.3] 170,000 [150,000 - 190,000] 
eria 80,000 [35,000 - 180,000] 5.9 [2.7 - 12.4] 5.1 [2.2-11.3] 54,000 [25,000 - 110,000] 
adagascar 98,000 [48,000 - 160,000] aT, [0.8 - 2.7] 1.3 [0.6-2.1] 76,000 [37,000 - 120,000] 
jlawi * 770,000 [610,000 - 960,000} 14.2 (11.3 - 17.7] 14.3 [11.4-17.9] 460,000 [370,000 - 570,000] 
li 120,000 [37,000 - 350,000] 1.9 [0.6 - 5.9] 1.9 0.6-5.8] 71,000 [23,000 - 210,000] 
wuritania 5,900 [2,900 - 9,700] 0.6 [0.3 - 1.1] 0.5 [0.2 - 0.7] 5,100 [2,500 - 8,300] 
wambique 1,100,000 [870,000 - 1,500,000] 12.2 [9.4 - 15.7] 12.1 [9.4-15.6] 670,000 [520,000 - 860,000] 
mibia 190,000 [160,000 - 220,000] 213 [18.2 - 24.7] 21.3 [18.2-24.7] 110,000 [94,000 - 130,000] 
jer 51,000 [26,000 - 98,000} 1.2 (0.7 - 2.3] 11 (0.5-2.0] 36,000 [19,000 - 68,000} 
jeria 3,100,000 [2,100,000 - 4,600,000] 5.4 [3.6 - 8.0] 5.5 [3.7-8.1] 1,900,000 [1,200,000 - 2,700,000} 
yanda * 220,000 [140,000 - 320,000} 5.1 [3.4 - 7.6] 5.1 [3.4-7.6] 130,000 [86,000 - 200,000) 
negal * 38,000 [19,000 - 76,000] 0.8 (0.4 - 1.7] 0.8 [0.4-1.6] 23,000 [12,000 - 47,000] 
ra Leone 
uth Africa * 4,800,000 [4,100,000 - 5,600,000] 21.5 [18.5 - 24.9] 20.9 [17.8- 24.3] 2,900,000 [2,500,000 - 3,300,000} 
faziland ** 190,000 [180,000 - 200,000] 38.8 [37.2 - 40.4] 38.2 [36.5 - 39.8] 110,000 [110,000 - 120,000] 
4 94,000 (61,000 - 140,000] 4.1 [2.7 - 6.4] 4.3 [28-66] 54,000 [35,000 - 84,000] 
ida * 520,000 [370,000 - 810,000] 41 [2.8 - 6.6] 5.1 [3.5-7.9] 270,000 [170,000 - 410,000] 
ited Rep. of Tanzania* 1,400,000 _[1,100,000 - 2,000,000] 8.8 (6.4 - 11.9] 9.0 [6.6-12.2] 840,000 [610,000 - 1,100,000) 
mbia 800,000 [660,000 - 970,000} 16.5 [13.5 - 20.0] 16.7 [13.6- 20.2] 470,000 [380,000 - 570,000] 
nbabwe 1,600,000 [1,400,000 - 1,800,000] 24.6 [21.7 - 27.8] 24.9 [22.0- 28.1] 930,000 [820,000 - 1,000,000} 
ina 650,000 [320,000 - 1,100,000} 0.1 (0.1 - 0.2] 0.1 (0.0-0.2] 190,000 [95,000 - 320,000) 
ng Kong SAR 2,600 [1,300 - 4,300] 0.1 [<0.2] 0.1 [<0.2] 900 [400 - 1,400] 
i Aiediataee ‘ie (5,800 - 19,000] <0.1 [<0.2) <0.1 [<0.2] 2,900 [1,400 - 4,800] 
ngolia <200 [<400] <0.1 [<0.2] <0.1 [<0.2] <200 [<400] 
public of Korea 5,600 [1,800 - 11,000] <0.1 [<0.2] <0.1 [<0.2] 900 [300 - 1,800] 
i 12.000 (5,900 - 20,000] 0.1 (0.1 - 0.2} 0.1 [0.1 - 0.2] 1,000 [500 - 1,600) 
500 (200 - 900] 0.1 [0.0 - 0.2] 0.1 [0.0 - 0.2] <200 eat 
"Zealand 1200 wr att SRE 02-07) 480 2400-700 
Qua New Guinea 10,000 [4,900 - 16,000] 0.6 (0.3 - 1.0] 0.4 [0.2 - 0.7] 2, 
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UNAIDS 
1, Estimated number of people living with HIV (continued) aoe - 


Children (0-14), end 2003 Children (0-14), end 2001 | 


[low estimate - [low estimate - 
high estimate] high estimate] — 


Women (15-49), end 2001 


[low estimate - 
high estimate] 


Estimate 


Estimate 


y iy 


[44,000 - 280,000] 20,000 [7,500 - 54,000} 


110,000 23,000 [8,600 - 61,000] 
—_ 34,000 [19,000 - 59,000) 5,700 [2,900 - 11,000} 5,100 [2,600 - 10,000} 
a 490,000 [180,000 - 190,000] 25,000 [17,000 - 36,000} 22,000 [15,000 - 33,000] 
ara paans 140,000 [91,000 - 220,000} 31,000 [18,000 - 56,000] 31,000 [18,000 - 56000] 
Burundi 120,000 [84,000 - 180,000] 27,000 [16,000 - 45,000] 26,000 [15,000 - 44,000) 
Panenen* 280,000 [200,000 - 400,000} 43,000 [26,000 - 72,000] 39,000 [23,000 - 64,000} 
Central African Republic 130,000 [80,000 - 200,000) 21,000 [11,000 - 38,000} 19,000 [10,000 - 35,000) 
Chad 97,000 [64,000 - 150,000} 18,000 [10,000 - 32,000] 16,000 [9,400 - 29,000} 
Comoros or ree ae ner ipl = 
Congo 45,000 [20,000 - 99,000} 10,000 * [4,200 - 26,000] 11,000 [4,400 - 26,000} 
Céte d'Ivoire 270,000 [190,000 - 380,000} 40,000 [24,000 - 67,000} 38,000 [23,000 - 64,000] 
Dem. Republic of Congo ** 540,000 [220,000 - 1,300,000] 110,000 [42,000 - 280,000] 100,000 [40,000 - 270,000] — 
Djibouti 4,200 [1,200 - 12,000] 680 [210 - 2,400] 570 [200 - 2,300] 
Equatorial Guinea 558 sae ae a a ae 
Eritrea 31,000 [11,000 - 84,000] 5,600 [1,900 - 17,000] 5,400 [1,800 - 16,000] 
Ethiopia 670,000 [430,000 - 1,000,000) 120,000 [69,000 - 220,000] 110,000 [60,000 - 190,000] 
Gabon 21,000 [10,000 - 41,000} 2,500 [1,200 - 5,300] 2,000 [900 - 4,400] 
Gambia 3,500 [1,000 - 12,000] 500 [100 - 1,900] <500 [<1,600] — 
Ghana * 170,000 [110,000 - 280,000] 24,000 [9,600 - 36,000] 22,000 [12,000 - 41,000] 
Guinea * 59,000 [21,000 - 160,000] 9,200 [3,300 - 26,000] 7,300 [2,500 - 22,000} 
Guinea-Bissau Sc is me ss es it 
Kenya 750,000 [540,000 - 1,000,000] 100,000 [61,000 - 170,000} 100,000 [63,000 - 170,000] 
Lesotho * 170,000 [150,000 - 180,000] 22,000 [15,000 - 32,000] 20,000 [13,000 - 29,000] 
Liberia 45,000 [20,000 - 99,000] 8,000 [3,400 - 19,000] 6,400 [2,600 - 16,000} 
Madagascar 55,000 [27,000 - 91,000] 8,600 [2,500 - 30,000] 6,000 [1,600 - 22,000} 
Malawi * 440,000 [350,000 - 540,000] 83,000 [54,000 - 130,000] 77,000 [50,000 - 120,000} 
Mali 65,000 [21,000 - 200,000} 13,000 [3,900 - 42,000] 12,000 [3,500 - 38,000} 
Mauritania 3,300 [1,600 - 5,500] 
Mauritius as te i Ete is ase 
Mozambique 640,000 [490,000 - 820,000] 99,000 [63,000 - 160,000] 87,000 [55,000 - 140,000] ; 
Namibia 100,000 [90,000 - 120,000} 15,000 [10,000 - 22,000] 12,000 [8,200 - 18,000] 
Niger 29,000 [15,000 - 56,000} 5,900 [2,800 - 12,000] 4,500 [2,100 - 9,700] 
Nigeria 1,800,000 [1,200,000 - 2,600,000] 290,000 [170,000 - 500,000) 260,000 [150,000 - 450,000] 
Rwanda * 120,000 [81,000 - 180,000] 22,000 [12,000 - 37,000] 20,000 [12,000 - 35,000} 
Senegal * 21,000 [10,000 - 43,000} 3,100 [1,400 - 6,800] 2,700 [1,200 - 5,900] 
Sierra Leone 
Somalia an se ea oh ove c.. 
South Africa * 2,700,000 [2,300,000 - 3,200,000] 230,000 [150,000 - 340,000] 190,000 [130,000 - 280,000] 
Swaziland ** 110,000 [100,000 - 110,000] 16,000 [11,000 - 23,000] 14,000 [9,400 - 20,000} 
Togo 53,000 [34,000 - 82,000] 9,300 [5,200 - 17,000] 8,700 [4,900 - 15,000} 
Uganda * 310,000 [210,000 - 460,000] 84,000 [46,000 - 150,000) 97,000 [54,000 - 160,000] 
United Rep. of Tanzania * 820,000 [600,000 - 1,100,000] 140,000 [85,000 - 230,000] 130,000 [83,000 - 220,000] 
Zambia 450,000 [370,000 - 550,000} 85,000 [56,000 - 130,000) 84,000 [55,000 - 130,000) 
Zimbabwe 900,000 [790,000 - 1,000,000] 120,000 [84,000 - 180,000] 120,000 [83,000 - 180,000] 
China 130,000 [65,000 - 220,000] 
Hong Kong SAR 800 [400 - 1,300] 
Dem. Peo. Rep. of Korea Fe ” 
Japan 2,700 [1,300 - 4,500] 
Mongolia <200 [<400] 
Republic of Korea 600 [200 - 1,100] 
Australia 800 [400 - 1,300] 
Fiji <200 [<400] 
New Zealand <200 [<400] 
Papua New Guinea 2,900 [1,400 - 4,800] 
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2. AIDS deaths 


Deaths in adults and children, Deaths in adults and children, | 


end 2003 


21,000 


45,000) 18,000 


end 2001 


[8,500 - 40,000) 


5,800 [3,400 - 10,000} 4,900 [2,800 - 8,600] 
33,000 [25,000 - 43,000} 28,000 [21,000 - 37,000] 
29,000 [18,000 - 47,000} 30,000 [19,000 - 48,000) 
25,000 [16,000 - 39,000} 25,000 [16,000 - 38,000] 
49,000 [32,000 - 74,000] 41,000 [26,000 - 63,000] 
23,000 [13,000 - 40,000} 20,000 [12,000 - 35,000] 
18,000 [11,000 - 28,000] 16,000 [9,900 - 25,000] 

9,700 [4,900 - 20,000] 10,000 [5,100 - 20,000] 
47,000 [30,000 - 72,000} 43,000 [28,000 - 66,000] 
100,000 [50,000 - 220,000] ~— 100,000 [48,000 - 210,000] 
690 [320 - 1,900] 550 [300 - 1,800] 
6,300 [2,900 - 14,000] 5,800 [2,700 - 13,000] 
120,000 [74,000 - 190,000] 100,000 [58,000 - 180,000] 
3,000 [1,500 - 5,700] 2,200 [1,100 - 4,500] 
600 [200 - 1,500] <500 [<1,200] 
30,000 [18,000- 49,000] 26,000 [16,000 - 42,000] 
9,000 [4,000 - 20,000] 6,900 [3,000 - 16,000] 

150,000 [89,000 - 200,000] 140,000 [87,000 - 190,000] 

29,000 [22,000 - 39,000} 24,000 [18,000 - 33,000] 
7,200 [3,500 - 15,000] 5,900 [2,800 - 12,000] 
7,500 [3,200 - 16,000] 4,900 [2,100 - 11,000] 

84,000 [58,000- 120,000] 75,000 [52,000 - 110,000] 

12,000 [5,100 - 29,000] 11,000 [4,500 - 26,000] 

<500 [<1,000] <500 [<1,000] 

110,000 [74,000 - 160,000] 89,000 [60,000 - 130,000] 
16,000 [11,000 - 22,000} 11,000 [7,900 - 16,000] 

4,800 [2,300 - 9,800] 3,600 [1,700 - 7,600] 

310,000 [200,000 - 490,000] 260,000 [160,000 - 410,000] 

22,000 [14,000 - 36,000} 21,000 [14,000 - 34,000] 
3,500 [1,900 - 6,500] 2,800 [1,500 - 5,300] 

370,000 [270,000 - 520,000] 270,000 [190,000 - 390,000] 
17,000 [13,000 - 23,000] 13,000 [9,900 - 18,000] 
10,000 [6,400 - 16,000] 8,900 [5,600 - 14,000] 
78,000 [54,000 - 120,000] 94,000 [66,000 - 140,000] 

160,000 [110,000 - 230,000] 150,000 [98,000 - 220,000] 
89,000 [63,000 - 130,000] 88,000 [62,000 - 120,000] 

170,000 (130,000 - 230,000] 160,000 [120,000 - 220,000] 
44,000 [21,000- 75,000] 30,000 [15,000 - 51,000] 

<200 [<400] <200 [<400] 
<500 [<1,000] <500 [<1,000] 
<200 [<400] <200 [<400] 
[<400] <200 [<400} 

<200 
<200 [<400] <200 [<400] 
<200 [<400] <200 [<400] 
600 (200 - 1,200] <500 [<1,000] 
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3. Orphans due to AIDS 


Orphans (0-17), 


110,000 

34,000 
120,000 
260,000 
200,000 
240,000 
110,000 

96,000 


97,000 
310,000 
770,000 

5,000 


39,000 
720,000 
14,000 
2,000 
170,000 
35,000 


650,000 
100,000 
36,000 
30,000 
500,000 
75,000 
2,000 


470,000 
57,000 
24,000 


1,800,000 


160,000 
17,000 


1,100,000 


65,000 
54,000 
940,000 
980,000 
630,000 
980,000 
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living 2003 


(74,000 - 160,000] 
[23,000 - 48,000] 
[84,000 - 180,000} 

[180,000 - 370,000] 

[130,000 - 280,000] 

[160,000 - 340,000] 
(77,000 - 160,000] 
[64,000 - 140,000] 


[65,000 - 140,000} 
[200,000 - 440,000] 
[520,000 - 1,100,000] 
[3,400 - 7,200] 


[26,000 - 55,000] 
[480,000 - 1,000,000} 
[9,300 - 20,000] 
(1,500 - 3,200] 
[120,000 - 250,000] 
[23,000 - 50,000] 


[430,000 - 930,000] 
[68,000 - 150,000] 
[24,000 - 52,000] 
[20,000 - 42,000] 
[330,000 - 710,000] 
[50,000 - 110,000] 
[1,100 - 2,300] 


[310,000 - 670,000] 
[38,000 - 81,000] 
[16,000 - 35,000] 

[1,200,000 - 2,600,000] 

[110,000 - 240,000} 

[12,000 - 25,000] 


[710,000 - 1,500,000] 
[43,000 - 93,000] 
[36,000 - 77,000] 

[630,000 - 1,400,000] 

[660,000 - 1,400,000] 

[420,000 - 910,000] 

[660,000 - 1,400,000] 


Orphans (0-17), 


[low estimate - [low estimate - 
Estimate [low estimate - 
high estimate] high estimate) Estimate high estimate) timate 


[9,600 - 


87,000 
25,000 
95,000 

240,000 

170,000 

170,000 
90,000 
73,000 


87,000 
270,000 
680,000 

4,100 


28,000 
560,000 
10,000 
1,500 
140,000 
25,000 


500,000 
68,000 
28,000 
18,000 

390,000 
59,000 

1,000 


330,000 
33,000 
16,000 

1,300,000 

160,000 

12,000 


660,000 
44,000 
37,000 

910,000 

790,000 

570,000 

830,000 


living in 2001 


[low estimate - 
high estimate] 


[58,000 - 120,000] 
[17,000 - 36,000} 
[63,000 - 140,000} 
[160,000 - 340,000] 
[120,000 - 250,000] 
[110,000 - 240,000} 
[60,000 - 130,000] 
[49,000 - 100,000] 


[59,000 - 120,000] 
[180,000 - 390,000} 
[450,000 - 970,000} 

[2,700 - 5,800] 


[19,000 - 41,000] 
[370,000 - 790,000} 
(6,900 - 15,000] 
[990 - 2,100] 
[91,000 - 190,000] 
[17,000 - 35,000] 


[340,000 - 720,000] 
[46,000 - 97,000] 
[19,000 - 40,000] 
[12,000 - 25,000] 

[260,000 - 560,000] 
[40,000 - 85,000] 

[700 - 1,400] 


[220,000 - 470,000] 
[22,000 - 48,000] 
[11,000 - 23,000} 

[890,000 - 1,900,000] 

(110,000 - 230,000] 

[8,200 - 18,000] 


[440,000 - 940,000] 
[30,000 - 63,000] 
[25,000 - 53,000] 

[610,000 - 1,300,000} 
[530,000 - 1,100,000] 

[380,000 - 810,000] 
[560,000 - 1,200,000} 


2public of Korea <200 vee vas — am 
[<400] <200 [<400] ‘ve te x al 


UNAIDS 
6. Knowledge and 


4. HIV prevalence (%) | 5: HIV prevalence (%) in groups with high-risk behaviour in capital city | | ehaviour indicators 
pion : | | Know a healthy-looki 


in young pregnant ; ¢ 
en who have sex 
zs j ee erson can have HIV | 
women (15-24) in Injecting drug users Sex workers pees | p 15-24) 


capital city 


Angola 

Benin 

Botswana * 

Burkina Faso * 

Burundi 

Cameroon * 

Central African Republic 

Chad 

Comoros ' 

eoaan ste ae 

Céte d'Ivoire a 

Dem. Republic of Congo ** ee ati 
Djibouti i a 

Equatorial Guinea a 

Eritrea = 

Ethiopia se 

Gabon ce. 

Gambia nee sag a 356 Vie - a Eg. 53 

Ghana * 2003 3.9 cr ae ot 2 a a 71 

Guinea * = ee ee des 2001 39.7 och oF 60 
Guinea-Bissau ee aon ae =. a See = 353 31 

Kenya a ee ozs a 2000 25.5 ee ste 74 

Lesotho * 2003 27.8 = a ne vs or fA 46 

Liberia sec abe a ie a se 

Madagascar BS ee $88 ant 2001 0.2 27 

Malawi * 2003 18.0 om oy os so io " 84 

Mali 2003 22 ae 2000 21.0 a =e 46 

Mauritania 30 

Mauritius sis gs oe BO er s —- cbs “ 

Mozambique 2002 14.7 air Sn dee Re sie sisi 62 

Namibia ay oa a tes = cea ask Sen 82 

Niger Be ore Bf es ask che Sap es 37 . 
Nigeria 2003 4.2 a on iu -s oa ¥f 45 

Rwanda * 2002 11.6 a a ss ae Se EE 64 

Senegal * 2002 el ot me 2002 14.2 si ee 46 
Sierra Leone on ne a ode ie as ise Bak 35 | 
Somalia a pe = 2 is oe ee ms 13 . 
South Africa * 2002 24.0 iz . a i a rd 54 | 
Swaziland ** 2002 39.0 A ate sah we y “ 81 

Togo 2003 9.1 sie ust ~~ cut coy +7 66 

Uganda * 2001 10.0 ire wus ses svt chs ae 76 

United Rep. of Tanzania * 2002 7.0 wae on en a rhe seg 65 

Zambia 2002 22.1 ded a aes iy im sak 74 

Zimbabwe ee Th of ant ak st mh me 74 

China sds ae 2000 0.0 2000 0.2 int ch nt 

Hong Kong SAR " ma i & a “al ae A * : 
Dem. Peo. Rep. of Korea aR dis aK ar ~< ant ke a Ki 

Japan Sed ys an a et ia 2000 2.9 ik 
Mongolia sve sae ves wie cw wat se swe 57 

Republic of Korea ‘i sa bee fe eH awa avs vi ak 

Fa ate sas 

New Zealand ive ase : eve ees vet 

Papua New Guinea wa " in a 2000 16.0 
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: 6. Knowledge and behaviour indicators 


Can identify two pre i | 
fy prevention | Had sex before Reported higher-risk sex Used a condom the last time they had 


methods and reject three | igh-| 
' age 15 (%) (15-19 : é higher-risk sex, of those who had high-| Year 
misconceptions (%) (15-24) g (%) ( ) in the last year (%) (15-24) risk sex in the last year (%) (15-24) 


8 14 16 24 36 90 19 34 2001 d 
c we a* 40 33 Bs mre Hy: ae 75 x 88 x 2001 b 
pie Faso ° ace oe 12 8 19 82 41 55 1999 d 

inc 24 ae * ws fee oe bs ae 2000 c 

|C eroon * 16 cx “Ae 26 18 41 86 16 31 1998 d 

| Central African Republic 5 oe ae me of na Py oe 2000 c 

| Chad 5 fae ~ .F a ire fe ” 2000 c 

Co oro 10 ap a a re , a od 2000 c 

Cate d'ivoire 16 cx des 22 14 51 91 25 56 1998 d 


| Dem. Republic of Congo ** 


Equatorial Guinea 4 ote oe Bi sas oe i o 2000 c 


| Eritrea Be * 9 . fe ix BY Kd 2002 d 
Ethiopia be a 14 5 7 64 17 30 2000 d 
: 24 22 24 48 53 75 33 48 2000 d 
Gambia 15 ee as a: = rn ie 2000 c 
Ghana * i) a6 7 4 a eid s #4 1998 d 
Guinea * a ie 27 20 23 92 17 32 1999 d 
Guinea-Bissau 8 a ay: = 2 vy - a 2000 c 
‘Kenya 26 c,x a 15 32 39 92 14 43 1998 d 
‘Lesotho * 18 _ He fe - a if in 2000 c 
Liberia on” of 32 12 2) fe uf a 1999 d 
r mae eck Re ane ao at ie pe 2000 c 
Malawi * 34 41 17 29 ii 71 32 38 2000 d 
Mali 9 15 26 11 18 85 14 30 2001 d 
Mauritania m es 13 2 be ee a a 2000 d 
Mozambique a oe ae = Bt ahs i cok 2001 e 
Namibia 31 4 10 31 80 85 48 69 2000 d 
Niger 5 cx 2 28 10 4 56 7 30 1998 d 
Nigeria bs, - 16 8 ri - rf ey 1999 d 
Rwanda * 23 20 3 ie 10 42 23 55 2000 d 
“Senegal * my a a : ie ‘i i $2 2000 c 
Sierra Leone 16 oa 6s a: es oi aac ite 2000 c 
Somalia 0 id oh rf is ae ay re 2000 c 
South Africa * 20 * 9 e a e 20 a 1998 d 
Swaziland ** 27 yi in i x a % sn 2000 c 
Togo 20 c,x 20 uh 51 89 22 41 1998 d 
Uganda * 28 40 14 16 22 59 44 62 2000 d 
“United Rep. of Tanzania * 26 29 15 24 40 87 21 31 1999 d 
Zambia 31 33 18 27 19 50 33 42 2001 d 
iimbabwe Ss 3 3 6 20 82 42 69 1999 d 
China 55 ae av nae a8 vee is ean “ee 
“Hong Kong SAR 
Dem. Peo. Rep. of Korea 
Japan be - s. af a " se % 2000 c 
Mongolia 32 BA? nS or na 
Republic of Korea 
Australia 
Fiji 
New Zealand 


Papua New Guinea 
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1. Estimated number of people living with HIV | 


Adults and children, end 2003 Adults and children, end 2001 Adults (15-49), end 2003 


| . . ow estimate - 
low estimate - | : [low estimate - — [! 
rs anne | high estimate] eine high estimate] 


Country Estimate high estimate] _ | | . 


ini | 


Afghanistan 


Bangladesh ** [2,500 - 15,000] ne [2,200 - 13,000} ft [2,400 - 15,000] 
Bhutan fee om a 

<200 [<400] <200 [<400} <200 [<400] 
rondo 170,000 [100,000 - 290,000] 170,000 [100,000 - 270,000) 170,000 [99,000 - 280,000] 
India A [2,200,000 - 7,600,000] fas [2,000,000 - 6,900,000} vs [2,200,000 - 7,300,000) _ 
Indonesia 110,000 [53,000 - 180,000) 58,000 [28,000 - 95,000] 110,000 [53,000 - 180,000] 
Iran (Islamic Republic of) 31,000 [10,000 - 61,000] 18,000 [6,000 - 36,000] 31,000 [10,000 - COR 
Lao People’s Dem. Rep. 1,700 [600 - 3,600] 800 [300 - 1,600} 1,700 [550 - 3,300] 
Malaysia 52,000 [25,000 - 86,000] 42,000 [20,000 - 70,000} 51,000 [25,000 - 84,000] 
— bis 330,000 [170,000 - 620,000] 280,000 ™ [150,000 - 510,000] 320,000 [170,000 - 610,000} 
Nepal 61,000 [29,000 - 110,000] 45,000 [22,000 - 78,000] 60,000 [29,000 - 98,000} 
Pakistan 74,000 [24,000 - 150,000] 63,000 [21,000 - 130,000] 73,000 [24,000 - 140,000} ! 
Philippines 9,000 [3,000 - 18,000} 4,400 [1,400 - 8,700] 8,900 [2,900 - 18,000] 
Singapore 4,100 [1,300 - 8,000] 3,400 [1,100 - 6,700] 4,100 [1,300 - 8,000] 
Sri Lanka 3,500 [1,200 - 6,900] 2,200 [700 - 4,300} 3,500 [1,100 - 6,800] 
Thailand 570,000 [310,000 - 1,000,000] 630,000 [360,000 - 1,100,000] 560,000 [310,000 - 1,000,000} 
Viet Nam 220,000 [110,000 - 360,000] 150,000 [75,000 - 250,000] 200,000 [100,000 - 350,000} . 
Armenia 2,600 [1,200 - 4,300] 2,000 [990 - 3,400} 2,500 [1,200 - 4,100] | 
Azerbaijan 1,400 [500 - 2,800] ot se 1,400 [500 - 2,800] 
Belarus i [12,000 - 42,000] aise [10,000 - 39,000] = [12,000 - 40,000} . 
Bosnia and Herzegovina 900 [300 - 1,800] ie as 900 [300 - 1,800] | 
Bulgaria <500 [<1,000] me _ <500 [<1,000] 
Croatia <200 [<400] 58 ee <200 [<400] 
Czech Republic 2,500 [800 - 4,900] 2,100 [750 - 4,700] 2,500 [820-4,900} 
Estonia 7,800 [2,600 - 15,000] 5,100 [1,700 - 10,000] 7,700 [2,500 - 15,000} | 
Georgia 3,000 [2,000 - 12,000} 1,500 [660 - 4,000} 3,000 [2,000 - 12,000) 
Hungary 2,800 [900 - 5,500] “ie * 2,800 [900 - 5,500) 
Kazakhstan 16,500 [5,800 - 35,000] 10,400 [5,000 - 30,000] 16,400 [5,700 - 34,000] 
Kyrgyzstan 3,900 [1,500 - 8,000] 1,500 [700 - 4,000} 3,900 ([1,500- 8,000] ~ 
Latvia 7,600 [3,700 - 12,000] 6,000 [2,900 - 9,800] 7,500 [3,700 - 12,000] 
Lithuania 1,300 [400 - 2,600] 1,100 [400 - 2,200] 1,300 [400-2600] — 
Poland 14,000 [6,900 - 23,000] ee cs 14,000 [6,900 - 23,000] 
Republic of Moldova 5,500 [2,700 - 9,000] 06 ee 5,500 [2,700 - 9,000] 
Romania 6,500 [4,800 - 8,900] 4,000 [4,000 - 4,000] 2,500 — [800-4,900) 
Russian Federation 860,000 [420,000 - 1,400,000] 530,000 [260,000 - 870,000] 860,000 [420,000 - 1,400,000) 
Slovakia <200 [<400] etd sea <200 [<400] 
Tajikistan <200 [<400] S Be <200 [<400] 
Turkmenistan <200 [<400] es es <200 [<400] 
Ukraine 360,000 [180,000 - 590,000] 300,000 [150,000 - 490,000] 360,000 [170,000 - 580,000} 
Uzbekistan 11,000 [4,900 - 30,000} 3,000 [1,900 - 12,000] 11,000 [4,900 - 29,000} 
Albania in ibs stn ss ass vs 
Austria 10,000 [5,000 - 16,000} 10,000 [4,900 - 16,000] 10,000 [4,900 - 16,000} 
Belgium 10,000 [5,300 - 17,000} 8,400 [4,300 - 14,000] 10,000 [4,900 - 16,000] 
Denmark 5,000 [2,500 - 8,200] 4,600 [2,300 - 7,600] 5,000 [2,500 - 8,200} 
Finland 1,500 [500 - 3,000) 1,200 [400 - 2,400} 1,500 [500 - 3,000) 
France 120,000 [60,000 - 200,000] 110,000 [56,000 - 190,000] 120,000 [59,000 - 200,000} 
Germany 43,000 [21,000 - 71,000] 41,000 [20,000 - 68,000] 43,000 [21,000 - 71,000} 
Greece 9,100 [4,500 - 15,000] 8,900 [4,400 - 14,000] 9,000 [4,400 - 15,000} 
Iceland <500 [<1,000] <500 [<1,000} <200 [<400] 
Ireland 2,800 [1,100 - 5,300] 2,400 [800 - 4,900] 2,600 [900 - 5,100] 
Italy 140,000 [67,000 - 220,000] 130,000 [65,000 - 210,000} 140,000 [66,000 - 220,000} 
Luxembourg <500 [<1,000] <500 [<1,000} <500 [<1,000] 
Malta <500 [<1,000] <500 [<1,000] <500 [<1,000} 
Netherlands 19,000 [9,500 - 31,000] 17,000 [8,500 - 28,000] 19,000 [9,300 - 31,000] 
Norway 2,100 [700 - 4,000] 1,900 [600 - 3,600} 2,000 [700 - 3,900} 
Portugal 22,000 [11,000 - 36,000] 21,000 [11,000 - 35,000] 22,000 [11,000 - 35,000] 


eee 
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1. Estimated number of people living with HIV (continued) 


Adults (15-49), end 2001 Adults (15-49) rate (%) | Adults (15-49) rate (%) | 
end 2003 end 2001 | 


[low estimate - tieiate [low estimate - 
high estimate] high estimate] 


Women (15-49), end 2003 


[low estimate - — 
high estimate] 


[low estimate - — 
high estimate] | pattonate . 


~ Estimate Estimate 


Kighanistan am %... ma eh OP 
Bangladesh ** [2,200 - 13,000] [<0.2] [<0.2] [400 - 2,500] 
runei Darussalam <200 [<400} <0.1 [<0.2] <0.1 [<0.2] <200 [<400] 
bambodia 160,000 [100,000 - 260,000} 2.6 (1.5 - 4.4] 27 (1.7 - 4.3] 51,000 [31,000 - 86,000) 
indie .. [2,000,000 - 6,700,000) F (0.4 - 1.3] s (0.4 - 1.3] ss [630,000 - 2,100,000} 
Indonesia 57,000 [28,000 - 94,000] 0.1 (0.0 - 0.2] 0.1 [<0.2] 15,000 [7,100 - 24,000] 
(Islamic Republic of) 18,000 (6,000 - 36,000] 0.1 [0.0 - 0.2} 0.1 [<0.2] 3,800 [1,200 - 7,400] 
ao People’s Dem. Rep. 800 [300 - 1,500] 0.1 [<0.2] <0.1 <0.2 <500 [<1,000]} 
alaysia 41,000 [20,000 - 68,000] 0.4 [0.2 - 0.7] 0.4 [0.2 - 0.6] 8,500 [4,100 - 14,000] 
anmar ** 270,000 [140,000 - 500,000} 1.2 [0.6 - 2.2] 1.0 [0.6 - 1.9] 97,000 [51,000 - 180,000] 
44,000 [22,000 - 72,000] 0.5 [0.3 - 0.9] 0.4 [0.2 - 0.6] 16,000 [7,200 - 24,000] 
62,000 [20,000 - 120,000] 0.1 [0.0 - 0.2] 0.1 (0.0 - 0.2] 8,900 [3,000 - 18,000] 
4,300 [1,400 - 8,500} <0.1 [<0.2] <0.1 [<0.2] 2,000 [700 - 4,000] 
3,400 [1,100 - 6,600] 0.2 [0.1 - 0.5] 0.2 [0.1 - 0.4] 1,000 [300 - 2,000] 
2,200 [700 - 4,300] <0.1 [<0.2] <0.1 [<0.2] 600 [200 - 1,200] 
620,000 [360,000 - 1,100,000] 1.5 [0.8 - 2.8] 1.7 [1.0-2.9] 200,000 [110,000 - 370,000] 
150,000 [75,000 - 250,000} 0.4 [0.2 - 0.8] 0.3 [0.2 - 0.6] 65,000 [31,000 - 110,000] 
| ) 140.0 
2,000 [1,000 - 3,300] 0.1 [0.1 - 0.2] 0.1 [0.0 - 0.2] 900 [400 - 1,400] 
Poe Bac <0.1 [<0.2] Bae se es oF 
bu [10,000 - 38,000] i [0.2 - 0.8] a [0.2 - 0.7] 3 [3,100 - 14,000] 
Bosnia and Herzegovina ee nee <0.1 [<0.2] 
Bulgaria wie a <0.1 [<0.2] 
Croatia ey a <0.1 [<0.2] O vA a a. 
Czech Republic 2,100 [750 - 4,700] 0.1 [<0.2] <0.1 [<0.2] 800 [300 - 1,700] 
Estonia 5,000 [1,700 - 9,900] 1.1 [0.4 - 2.1] 0.7 [0.2 - 1.3] 2,600 [900 - 5,200] 
Georgia 1,500 [700 - 3,900] 0.1 [0.1 - 0.4] <0.1 [<0.2] 1,000 [700 - 4,000] 
; 0 - 0.2] a & - “, 
Hungary a i 0.1 [0.0 
Kazakhstan 10,300 [5,000 - 30,000] 0.2 [0.1 - 0.3] 0.1 [<0.2] ste [2,000 ae 
- : 0.1 [<0.2] < <1, 
Kyrgyzstan 1,500 [700 - 4,000] 0.1 [<0.2] < 
Latvia 5,900 [2,900 - 9,700] 0.6 [0.3 - 1.0] 0.5 [0.2 - 0.8] 2,500 [1,200 - 4,100] 
Lithuania 1,100 [400 - 2,200] 0.1 [<0.2] 0.1 [<0.2] <500 [<1,000] 
F 5 0.1 - 0.2] i fe re 
Poland es ie 0.1 [ 
| ; 0.2 [0.1 - 0.3] 
Republic of Moldova ee ti 
ee os eo <0.1 [<0.2] oe £3 a ‘. 
Russian Federation 530,000 [260,000 - 870,000] 1.1 [0.6 - 1.9] 0.7 [0.3-1.2] 290,000 [140,000 - 480,000] 
0.1 [<0.2] ie re e: 
Slovakia ~ ne < 
Tajikistan - ay <0.1 [<0.2] 
Turkmeni aa <0.1 [<0.2] ee Bn i S 
a “ - 490.000 14 (0.7 - 2.3] 1.2 0.6- 1.9] 120,000 [59,000 - 200,000] 
Ukr 300,000 [150,000 - 490,000] 
a 3,000 [1,900 - 11,000] 0.1 [0.0 - 0.2] <0.1 <0.2 3,700 [1,700 - 9,900] 
Uzbekistan X ,900 - 11, ; 

Albania 5; 5: ‘ rf ie oa 2 200 [1,100 - 3,600] 
3 0.3 [0.1 - 0.4] 0.2 [0.1 - 0.4] ; 
sia 9,900 [4,900 - 16,000] 04-03] 02 (0.1 - 0.3] 3,500 [1,700 - 5,700] 

Belai 8,100 [4,000 - 13,000] 0.2 [0.1 - 0. 

_ 2,300 - 7,500] 0.2 (0.1 - 0.3] 0.2 [0.1 - 0.3] 900 [400 - 1,500] 

oe aon : (400 2,400] 0.1 [<0.2] 0.1 [<0.2] <500 [<1,000] 

Finland 1,200 [400 - 2, 0.2-0.7] 0.4 [0.2-0.6] 32,000 [16,000 - 52,000] 
110.000 (55,000 - 180,000] 0.4 [0.2 - 0. 

France -0.2 0.1 [0.1 - 0.2] 9,500 [4,700 - 16,000] 

, 000 [20,000 - 67,000] 0.1 [0.1 - 0.2] 

_emany an 0.1 - 0.3] 0.2 (0.1 - 0.3] 1,800 [900 - 3,000) 

8,800 [4,300 - 14,000] 0.2 [0.1 - 0. 

ee man (<400] 02 (0.1 - 0.3] 0.2 [0.1 - 0.3] <200 [<400] 

: <2 : 300 - 1,500 

<a 2,200 (700 - 4,300] 0.1 [0.0 - 0.3] 0.1 [0.0 - 0.2} 800 [ ] 

end [0.2 - 0.8] 0.5 [0.2 - 0.8] 45,000 [22,000 - 74,000] 

7 430,000 (64,000 - 210,000] 0.5 2-0. 

ply 0.1- 0.4] 0.2 (0.1 - 0.3] ve ¥ 

<1,000 0.2 (0.1 - 0. 

membourg pce aces (0.1 - 0.3] 0.1 (0.0 - 0.2] “i 3 

Malta <500 [<1,000] Be at 0al 02 (0.1-0.3} 3,800 [1,900 - 6,200] 
17,000 [8,300 - 28,000] 0.2 ls ee 

Netherlands ‘ 0.1 (0.0 - 0.2] <500 [<1,000] 

600 - 3,500] 0.1 (0.0 - 0.2] 
Norway 1,800 ' i 34,000} 0.4 (0.2 - 0.7] 0.4 (0.2 - 0.7] 4,300 [2,100 - 7,100] 
Portugal 21,000 1VUY 75 
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Country 


Afghanistan 
Bangladesh ** 
Bhutan 

Brunei Darussalam 
Cambodia 

India 

Indonesia 


Iran (Islamic Republic of) 
Lao People’s Dem. Rep. 


Malaysia 
Maldives 
Myanmar ** 
Nepal 
Pakistan 
Philippines 
Singapore 
Sri Lanka 
Thailand 
Viet Nam 


Armenia 
Azerbaijan 
Belarus 


Bosnia and Herzegovina 


Bulgaria 

Croatia 

Czech Republic 
Estonia 

Georgia 

Hungary 
Kazakhstan 
Kyrgyzstan 

Latvia 

Lithuania 

Poland 

Republic of Moldova 
Romania 

Russian Federation 
Slovakia 

Tajikistan 
Turkmenistan 
Ukraine 
Uzbekistan 


Albania 
Austria 
Belgium 
Denmark 
Finland 
France 
Germany 
Greece 
Iceland 
Ireland 

Italy 
Luxembourg 
Malta 
Netherlands 
Norway 
Portugal 


1. Estimated number of people living with HIV (continued) 


Women (15-49), end 2001 


Estimate 


500.000 


<200 
48,000 


6,900 
1,900 
<200 
6,300 


78,000 
9,100 
4,300 

900 

800 
<500 
200,000 
41,000 


700 


700 
1,600 
<600 


3,500 
<500 
1,900 
<500 


170,000 


96,000 
1,000 


2,200 
2,900 
800 
<500 
30,000 
8,100 
1,800 
<200 
700 
42,000 


3,300 
<500 
4,200 


[low estimate - 

high estimate] 
100,000 - 2,300,000) 
[300 - 2,100] 

[<400] 

[30,000 - 77,000) 
[550,000 - 1,800,000] 
[3,400 - 11,000] 

[600 - 3,800] 


[<400] 
[3,100 - 10,000} 


[42,000 - 140,000] 
[4,500 - 15,000] 
[1,400 - 8,500] 
[300 - 1,800] 
[300 - 1,500] 
[<1,000] 
[110,000 - 340,000] 
[21,000 - 69,000] 
B80 OOO - 410. | 


[300 - 1,100] 


[2,800 - 12,000] 


[300 - 1,600] 
[500 - 3,200] 
[200 - 1,300] 


[1,000 - 7,000] 
[<1,000] 

[900 - 3,100] 
[<1,000] 


[85,000 - 280,000] 


[47,000 - 160,000] 
[600 - 3,600] 


[1,100 - 3,600] 
[1,400 - 4,800] 
[400 - 1,300] 
[<1,000] 

[15,000 - 49,000] 
[4,000 - 13,000] 
[900 - 3,000] 
[<400] 

[200 - 1,300] 
[21,000 - 69,000} 


[1,600 - 5,400] 
[<1,000} 
[2,100 - 6,900] 
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Children (0-14), end 2003 


Estimate 


7,300 


12,000 


[low estimate - 
high estimate] 


[3,800 - 14,000] 
[54,000 - 270,000] 


[3,600 - 16,000] 


[5,700 - 24,000] 


Children (0-14), end 2001 


[low estimate - 
high estimate] 


[3,500 - 12,000} 
[46,000 - 230,000} 


[2,800 - 12,000} 


[6,200 - 23,000} 


2004 Report on the global AIDS epidemic 
2. AIDS deaths 


3. Orphans due to AIDS 


Deaths in adults and children, | Deaths in adults and children, | Orphans (0-17), | Orphans (0-17), 
end 2003 end 2001 living 2003 living in 2001 


[low estimate - 
high estimate] 


. low estimate - [low estimate - 
Estimate i 
high estimate] Estimate high estimate] 


Estimate 


[low estimate - 


Estimate high estimate] 


ghanistan on ; ret ny 
Bangladesh ** ie [<400] * [<400] 
Brunei Darussalam <200 [<400] <200 [<400] 
Sambodia 15,000 [9,100 - 25,000} 13,000 [7,800 - 21,000] 
India ss [160,000 - 560,000) ony [140,000 - 480,000] 
Jonesia 2,400 [1,100 - 4,100] 600 [300 - 1,000} 
iran (Islamic Republic of) 800 [300 - 1,600] <500 [<1,000] 
| ac People’s Dem. Rep. <200 [<400] <200 [<400] 
aysi 2,000 [1,000 - 3,600] 1,500 [700 - 2,900] 
20,000 [11,000 - 35,000] 14,000 [7,800 - 26,000] 
3,100 [1,000 - 6,400] 2,000 [900 - 4,200] 
4,900 [1,600 - 11,000} 3,900 [1,300 - 8,500] 
<500 [<1,000] <200 [<400] 
<200 [<400] <200 [<400} 
<200 [<400] <200 [<400] 
58,000 [34,000 - 97,000} 58,000 [34,000 - 96,000} 
9,000 [4,500 - 16,000] 5,000 [3,000 - 9,100] 
Arr enia <200 [<400] <200 [<400] 
[Azerbaijan de eae oor 
Bela [900 - 3,300] as [800 - 3,000] 
Bosnia and Herzegovina 
3 igaria 
Croatia 
Czech Republic ce ke: oe me 
Estonia <200 [<400] <200 [<400] 
Georgia <200 [<400] <200 [<400] 
a ” ee oe ne 
Resin <200 [<400] <200 [<400] 
Kyrgyzstan <200 [<400] <200 [<400] 
Latvia <500 [<1,000] <200 [<400] 
Lithuania <200 [<400] <200 [<400] 
Poland ey 
Republic of Moldova 
Romania 
Russian Federation 
Slovakia 
Taiikistan 
— 20,000 [9,600 - 33,000] 14,000 [7,000 - 24,000] 
; [<1,000] <200 [<400] 


Austria <100 [<200] <100 [<200] 
Belgium <100 [<200] <100 [<200] 
Denmark <100 [<200] <100 [<200] 
Finland <100 (<200] <100 ie 
France <1,000 [<2,000] <1,000 be 
Germany <1,000 [<2,000] <1,000 yas 
Greece <100 (<200] <100 (<200] 
Iceland <100 [<200] <100 [<200] 
Ireland <100 (<200] <100 ad 
Italy <1000 [<2,000] <1000 ema 
Luxembourg <100 [<200] <100 gis 

<100 ([<200] <100 [<200] 
“ <100 (<200] <100 (<200] 
a <100 [<200] <100 [<200] 
= <1000 [<2,000] <1000 (<2,000] 


— 
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UNAIDS 
6. Knowledge and 


4. HIV prevalence (%) | 5. HIV prevalence (%) in groups with high-risk behaviour in capital city | behaviour indicators 
in young pregnant — va , an ar 

women (15-24) in Injecting drug users Sex workers 
capital city 


Know a healthy-looki 
Men who have sex person can have HIV | 


with men (15-24) 


Country Year Median Year Median Year Median | Year | Median 


Afghanistan 


2000 20.0 1999 0.3 


Bangladesh ** ane aa 1999 2:5 

Bhutan ek ia i 
Brunei Darussalam mas cin ae ee oie 

Cambodia 7 us af is 2002 18.5 bs ee 62 . 
India Je a. 2002 72 sai oA sad aS ee. 

indonesia 2001 0.0 és = 32 
Iran (Islamic Republic of) A Me > : 
Lao People’s Dem. Rep. es oe - f 2001 1.1 
Malaysia ane at a ae a ae 

Maldives +e we oe i Ae ea ; 
Myanmar ** wa: ee 2000 37.1 2000 26.0 ca ee es 

Nepal ie er 2000 50.0 2002 17.0 ie Ls os . 
Pakistan iar & ze ay 7” ms : = 
Philippines cn s fe = * os ace = 67 
Singapore 3 = sp 

Sri Lanka Pe a oe mn a eo | 
Thailand Bi: a 2002 53.7 2002 2.6 


Viet Nam 


Armenia ask or Ke Me so ee 
Azerbaijan ae a oe ne sos oe sk es 35 
Belarus vei .. me See sf a a ie oe | 
Bosnia and Herzegovina te ne a cos acy 7 = Lap 74 
Bulgaria 

Croatia 

Czech Republic 

Estonia a Bee ate “ee aA aoe ae Bee ee 

Georgia Fee ee oe ae a oe Si ee | 

Hungary bas a 2000 Ow) mi x a zi re | 

Kazakhstan % 2 2002 0.0 ee 3 4 mn 63 x 7 

Kyrgyzstan _ - 2 = 

Latvia ae ny 2002 Wed a uh 

Lithuania oe ae a - 2001 0.5 

Poland ie ae te ee 05 a ae ee oes 

Republic of Moldova ee ie se a wi 56 one sts 79 

Romania z a y a te hi ~ Pe 70 2 

Russian Federation Ae a sft ee 2002 3.0 a Ss 

Slovakia pee He me te a = cit 4 | 

Tajikistan sits - wa ay aie bide a " 8 

Turkmenistan fe ee was a ake me cus see 42 

Ukraine ae as ced se bee ant Re ne 78 

Uzbekistan i 73 bis Seu sais cae ihe wii 41 

Albania a be ue Ho Ri ine me ve 40 | 

Austria 

Belgium 

Denmark 

Finland 

France 

Germany 

Greece 

Iceland 

Ireland 

Italy 

Luxembourg 

Malta 

Netherlands 

Norway 

Portugal 
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6. Knowledge and behaviour indicators 


Can identify two prevention | 
methods and reject three 
misconceptions (%) (15-24) 


Female 


Had sex before 
age 15 (%) (15-19) 


Female 


Used a condom the last time ieee had 
higher-risk sex, of those who had high- 
risk sex in the last year (%) (15-24) 


Reported higher-risk sex 
in the last year (%) (15-24) 
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ghanistan 
giade h 


runei Darussalam 


dDodia 37 
i 21x 
asia 7 
(Islamic Republic of) 
) People’s Dem. Rep. 
| Malaysia 
| Myanmar “* 
_ Pakistan 
Philippines 
_ Singapore 
| Sri Lanka 
Thailand et 
Viet Nam 25 
Armenia 7 
| Azerbaijan 2 


Bosnia and Herzegovina 
Bulgaria 
Croatia 
Czech Republic 
Estonia 
Georgia 
Hungary 
azakhstan 
Kyrgyzstan 
Latvia 
Lithuania 
Poland 22: 
Republic of Moldova 19 
Romania 
Russian Federation 
Slovakia 
Tajikistan 
Turkmenistan 
Ukraine uit 
Uzbekistan 3 


Albania 0 
Austria 
Belgium 
Denmark 

_ Finland 
France 
Germany 
Greece 
Iceland 
Ireland 

Italy 
Luxembourg 
Malta 
Netherlands 


1dv 


1 fy 
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12 


2000 d 
2001 a 
2000 c 


2001 d 


2000 c 


2000 c 


2000 d 
2000 c 


2000 c 


1999 f 


1999 d 


2000 c 
1999 f 


2000 c 
2000 d 
2000 c 
2000 c 


2000 c 


UNAIDS 


Country 


Serbia and Montenegro 
Slovenia 

Spain 

Sweden 


Switzerland 
The former Yugoslav 
Republic of Macedonia 


United Kingdom 32,000 [16,000 - 52,000} 24,000 [12,000 - 38,000} 31,000 [15,000 - 51,000] : 
Algeria 9,100 [3,000 - 18,000] 6,800 [2,200 - 14,000] 9,000 [3,000 - 18,000] 
Bahrain <600 [200 - 1,100] <500 [<1,000] <600 [200 - 1,100] 
ory 12,000 [5,000 - 31,000] 11,000 Se [3,600 - 22,000} 12,000 [5,000 - 30,000} 
Iraq <500 [<1,000] <500 [<1,000} 
Israel 3,000 [1,500 - 4,900} os - 3,000 [1,500 - 4,900] 
Jordan 600 [<1,000] 600 [<1,000} <500 [<1,000] 
Kuwait ae a wae 2 6 5 
Lebanon 2,800 [700 - 4,100] 2,000 [400 - 2,500] 2,800 [700 - 4,000] 
Libyan Arab Jamahiriya 10,000 [3,300 - 20,000] 10,000 [3,300 - 20,000] 
Morocco 15,000 [5,000 - 30,000] a fy 15,000 [5,000 - 30,000] 
Oman 1,300 [500 - 3,000] 1,000 [300 - 2,100] 1,300 [500 - 2,900] 
Qatar 

Saudi Arabia = Be eee nt ay oo 
Sudan 400,000 [120,000 - 1,300,000] 320,000 [110,000 - 890,000} 380,000 [120,000 - 1,200,000] 
Syrian Arab Republic <500 [300 - 2,100] o <500 [300 - 2,100] 
Tunisia 1,000 [400 - 2,400] 600 [200 - 1,200] 1,000 [400 - 2,300] 
Turkey e 
United Arab Emirates ae a seh ee 
Yemen 12,000 [4,000 - 24,000] 12,000 [4,000 - 24,000} 


Canada 
United States of America 


ws 


1. Estimated number of people living with HIV 


Adults and children, end 2001 Adults (15-49), end 2003 


Adults and children, end 2003 


low estimate - 

low estimate - _ [low estimate - — Gasiinaa [ 
Estimate 9 estimate] _ rane | high estimate] | high estimate] 
10,000 [3,400 - 20,000] | 10,000 [3,400 - 20,000] 10,000 [3,300 - 20,000] 
<500 [<1,000] <500 [<1,000] <500 [<1,000] 
140,000 [67,000 - 220,000) 130,000 [65,000 - 210,000) 130,000 [66,000 - 220,000) 
3,600 [1,200 - 6,900] 3,400 [1,100 - 6,600] 3,500 [1,200 - 6,900] 
13.000 [6,500 - 21,000] 12,000 [6,000 - 20,000] 13,000 [6,400 - 21,000] 
<200 [<400] <200 [<400] <200 [<400] 


56,000 
950,000 


49,000 
900,000 


55,000 
940,000 


[26,000 - 86,000] 
[470,000 - 1,600,000] 


[24,000 - 79,000] 
[450,000 - 1,500,000] 


[25,000 - 85,000] 
[460,000 - 1,500,000} 


Bahamas 5,600 [3,200 - 8,700] 5,200 [3,300 - 8,300] 5,200 [3,100 - 8,400] 
Barbados 2,500 [700 - 9,200] 2,500 [800 - 7,300] 2,500 [700 - 9,100] 
Cuba 3,300 [1,100 - 6,600] 3,200 [1,100 - 6,500] 3,300 [1,100 - 6,400] 
Dominican Republic 88,000 [48,000 - 160,000] 90,000 [52,000 - 150,000] 85,000 [47,000 - 150,000] 
Haiti 280,000 [120,000 - 600,000] 260,000 [130,000 - 500,000] 260,000 [120,000 - 560,000} 
Jamaica 22,000 [11,000 - 41,000] 15,000 [7,700 - 28,000] 21,000 [11,000 - 40,000) 
Trinidad and Tobago 29,000 [11,000 - 74,000] 26,000 [11,000 - 59,000] 28,000 [10,000 - 72,000} 


Argentina 130,000 [61,000 - 210,000] 120,000 [59,000 - 200,000] 120,000 [61,000 - 200,000] 
Belize 3,600 [1,200 - 10,000} 2,900 [1,100 - 7,200] 3,500 [1,200 - 9,800] 
Bolivia 4,900 [1,600 - 11,000] 4,200 [1,300 - 9,000] 4,800 [1,600 - 9,400] 
Brazil 660,000 [320,000 - 1,100,000] 630,000 [310,000 - 1,000,000] 650,000 [320,000 - 1,100,000] 
Chile 26,000 [13,000 - 44,000] 25,000 [12,000 - 42,000] 26,000 [13,000 - 43,000} 
Colombia 190,000 [90,000 - 310,000) 130,000 [61,000 - 210,000] 180,000 [90,000 - 300,000) 
Costa Rica 12,000 [6,000 - 21,000] 11,000 [5,500 - 19,000] 12,000 [6,000 - 20,000} 
Ecuador 21,000 [10,000 - 38,000] 20,000 [9,700 - 36,000] 20,000 [10,000 - 34,000) 
El Salvador 29,000 [14,000 - 50,000] 24,000 [12,000 - 43,000] 28,000 [14,000 - 46,000} 
Guatemala 78,000 [38,000 - 130,000] 69,000 [34,000 - 110,000] 74,000 [36,000 - 120,000] 
Guyana * 11,000 [3,500 - 35,000] 11,000 [4,300 - 30,000] 11,000 [3,300 - 33,000] 
Honduras 63,000 [35,000 - 110,000] 51,000 [29,000 - 90,000) 59,000 [33,000 - 100,000} 
Mexico 160,000 [78,000 - 260,000] 150,000 [74,000 - 250,000} 160,000 [78,000 - 260,000} 
Nicaragua 6,400 [3,100 - 12,000] 5,800 [2,700 - 10,000] 6,200 [3,000 - 10,000} 
Panama 16,000 [7,700 - 26,000] 11,000 [5,500 - 19,000] 15,000 [7,500 - 25,000) 
Paraguay 15,000 [7,300 - 25,000] 10,000 [5,000 - 17,000) 15,000 [7,300 - 24,000} 
Peru 82,000 [40,000 - 140,000] 53,000 [26,000 - 88,000] 80,000 [39,000 - 130,000} 
Suriname 5,200 [1,400 - 18,000] 4,100 [1,300 - 13,000] 5,000 [1,400 - 18,000) 
Uruguay 6,000 [2,800 - 9,700] 5,600 [2,700 - 9,500] 5,800 [2,800 - 9,400] 
Venezuela 110,000 [47,000 - 170,000} 73,000 [35,000 - 120,000) 100,000 [47,000 - 160,000) 
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2004 Report on the global AIDS epidemic 
1. Estimated number of people living with HIV (continued) 


: Adults (1 | Adults (15-49) rate (%) Adults (15-49) rate (%) | 
’ ults (15-49), end 2001 | end 2003 ; bes a © (%) Women (15-49), end 2003 


' | [low estimate - low estimate - : | 
| Estimate high estimate] Estimate 8 estimate] Estimate reer Estimate Se 
bia and Montenegro 10,000 [3,300 - 20,000) 0.2 [0.1 - 0.4] 0.2 [0.1 - 0.4] 2,000 (700 - 3,900] 
_—~ <500 [<1,000] <0.1 [<0.2} <0.1 [<0.2} ee soe 
pai 130,000 [64,000 - 210,000) %7 [0.3 - 1.1] 0.6 (0.3-1.0} 27,000 [13,000 - 44,000] 
- ie [1,100 - 6,500} 0.1 (0.0 - 0.2} 0.1 [0.0 - 0.2] 900 [300 - 1,800] 
raat so [5,900 - 20,000) 0.4 [0.2 - 0.6] 0.4 [0.2 - 0.6] 3,900 [1,900 - 6,400] 
Republic of Macedonia [<400] <0.1 [<0.2] <0.1 [<0.2] 7 - 
United Kingdom 23,000 [11,000 - 37,000} 0.1 [0.1 - 0.2} 0.1 [<0.2] 7,000 [3,400 - 11,000] 
Algeria 6,800 [2,200 - 13,000} 0.1 [<0.2] <0.1 [<0.2] 1,400 [500 - 2,700] 
Bahrain <500 [<1,000] 0.2 [0.1 - 0.3] 0.1 (0.0 - 0.2] <500 [<1,000] 
Egypt 11,000 [3,600 - 21,000] <0.1 [<0.2] <0.1 [<0.2] 1,600 [500 - 3,200] 
Iraq a isi <0.1 [<0.2] 
Israel te ce 0.1 [0.1 - 0.2] e fi: 
| Jordan <500 [<1,000] <0.1 [<0.2] <0.1 [<0.2] 
| Lebanon 2,000 [400 - 2,400] 0.1 [0.0 - 0.2] 0.1 [<0.2] <500 [<1,000] 
Libyan Arab Jamahiriya & re 0.3 [0.1 - 0.6] 
| Morocco <a ie 0.1 [0.0 - 0.2] iis =4 & 
Oman 1,000 [300 - 2,000] 0.1 [0.0 - 0.2] 0.1 [0.0 - 0.2] <500 [<1,000] 
Saudi Arabia 2 Ss z i sc my 2 
| Sudan 300,000 [100,000 - 840,000] 2.3 [0.7 - 7.2] 1.9 [0.7-5.2] 220,000 [66,000 - 690,000] 
Syrian Arab Republic ea st <0.1 [<0.2] ae oe <200 [<1,000] 
| Tunisia 500 [200 - 1,100] <0.1 [<0.2] <0.1 [<0.2] <500 [<1,000] 
Turkey 
‘United Arab Emirates Be ro ee ie 
Yemen me As 0.1 [0.0 - 0.2] 
Canada 48,000 [24,000 - 79,000] 0.3 [0.2 - 0.5] 0.3 [0.2 - 0.5] 13,000 [6,400 - 21,000] 
240,000 [120,000 - 390,000] 


United States of America 890,000 [440,000 - 1,500,000) 0.6 [0.3 - 1.1] 0.6 [0.3 - 1.0] 
5 510,000] 7M [1.4 - 4.1] 2.2 1.5 - 3.5 


Bahamas 4,900 [3,200 - 8,000] 3.0 3.0 [1.9 - 4.8] 2,500 


[18-49] [1,500 - 4,200] 
Barbados 2,500 [800 - 7,300] 1.5 [0.4 - 5.4] 1.5 [0.5 - 4.4] 800 [200 - 3,100] 
Cuba 3,200 [1,100 - 6,300] 0.1 [<0.2] 0.1 [<0.2] 1,100 [400 - 2,100] 
Dominican Republic 87,000 [51,000 - 150,000] ‘Mi [0.9 - 3.0] 1.8 (1.1-3:4] 23,000 [13,000 - 41,000] 
Haiti 240,000 [130,000 - 460,000] 5.6 [2.5 - 11.9] 55 [2.8-10.4] 150,000 [66,000 - 320,000] 
Jamaica 14,000 [7,500 - 27,000] 1.2 [0.6 - 2.2] 0.8 [0.4 - 1.6] 10,000 [5,500 - 20,000] 
‘Trinidad and Tobago 26,000 [11,000 - 57,000] a2 [1.2 - 8.3] 3.0 [1.3 - 6.8] 14,000 [5,200 - 36,000] 
Argentina 120,000 [59,000 - 200,000] 0.7 [O3= 1.4] 0.7 [0.3 - 1.1] 24,000 [12,000 - 39,000] 
Belize 2,800 [1,100 - 6,900] 24 [0.8 - 6.9] 2.1 [0.8 - 5.2] 1,300 [400 - 3,600] 
Bolivia 4,000 [1,300 - 7,900] 0.1 [0.0 - 0.2] 0.1 [0.0 - 0.2] 1,300 [400 - 2,500] 
Brazil 620,000 [300,000 - 1,000,000) 0.7 [0.3 - 1.1] 0.6 [0.3-1.1] 240,000 [120,000 - 400,000] 
Chile 25,000 [12,000 - 41,000] 0.3 [0.2 - 0.5] 0.3 [0.2 - 0.5] 8,700 [4,300 - 14,000] 
Colombia 120,000 [61,000 - 200,000} 0.7 [0.4 - 1.2] 0.5 [0.3 - 0.8} 62,000 [30,000 - 100,000} 
Costa Rica 11,000 [5,400 - 18,000] 0.6 [0.3 - 1.0] 0.6 [0.3 - 0.9] 4,000 [2,000 - 6,600] 
Ecuador 19,000 [9,500 - 32,000] 0.3 [0.1 - 0.5] 0.3 [0.1 - 0.5] 6,800 [3,400 - 11,000] 
El Salvador 24,000 (12,000 - 39,000] 0.7 [0.3 - 1.1] 0.6 [0.3 - 1.0] 9,600 [4,700 - 16,000] 
‘Guatemala 65,000 (32,000 - 110,000] ce [0.6 - 1.8] 1.1 [0.5 - 1.7] 31,000 [15,000 - 51,000] 
- 28,000 2.5 [0.8 - 7.7] 2.5 [0.9 - 6.4] 6,100 [1,900 - 19,000) 
Guyana * 11,000 [4,000 - 28,000] 

Honduras 48,000 [27,000 - 84,000] 1.8 (1.0 - 3.2] 1.6 [0.9 - 2.8] 33,000 [19,000 - 59,000] 
key 150,000 (74,000 - 250,000} 0.3 [0.1 - 0.4] 0.3 [0.1 - 0.4] 53,000 [26,000 - 87,000] 
Ni _ 5,500 (2,700 - 9,100] 0.2 [0.1 - 0.3] 0.2 [0.1 - 0.3] 2,100 [1,000 - 3,400} 
one . ‘ 0.9 (0.5 - 1.5] 0.7 [0.3 - 1.1] 6,200 [3,100 - 10,000) 

‘Panama 11,000 (5,400 - 18,000] 
10,000 (5,000 - 17,000) 0.5 [0.2 - 0.8] 0.4 [0.2 - 0.6] 3,900 [1,900 - 6,400) 
Paraguay ! 0.5 [0.3 - 0.9] 0.4 [0.2 - 0.6] 27,000 [13,000 - 44,000] 

Peru 51,000 [25,000 - 84,000] 
a 1.7 [0.5 - 5.8] 1.3 [0.4 - 4.1] 1,700 [500 - 6,100} 

Suriname 4,000 (1,300 - 12,000] 
‘ 0.3 [0.2 - 0.5] 0.3 [0.2 - 0.5} 1,900 [900 - 3,200} 
peasy ssi ae 0.3-0.9 32,000 [16,000 - 53,000] 

1,000 [35,000 - 120,000} 0.7 [0.4 - 1.2] 0.6 [0.3 - 0.9} 
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UNAIDS 


Country 


Serbia and Montenegro 
Slovenia 

Spain 

Sweden 


Switzerland 
The former Yugoslav Republic 


of Macedonia 


United Kingdom 5,000 ak Ss ei a 


Algeria 

Bahrain 

Cyprus 

Egypt 

Iraq 

Israel 

Jordan 

Kuwait 

Lebanon 

Libyan Arab Jamahiriya 
Morocco 

Oman 

Qatar 

Saudi Arabia 

Sudan 

Syrian Arab Republic 
Tunisia 

Turkey 

United Arab Emirates 
Yemen 


Canada 
United States of America 


1. Estimated number of people living with HIV (continued) 


Women (15-49), end 2001 


Estimate 


2,000 


26,000 
900 
3,600 


Children (0-14), end 2003 Children (0-14), end 2001 


timate - . [low estimate - 

[low estimate - [low es Estimate. | 

high estimate] — Eefimate high estimate] — | high estimate] 7 
[700 - 3,900] 


[13,000 - 43,000] 
(300 - 1,700] 
(1,800 - 5,900] 


[2,500 - 8,200] 


800 [300 - 1,600] 
<200 [<400] 
1,200 [400 - 2,300] Bt — 
<500 [<1,000] 
<200 [<400] 
170,000 [59,000 - 470,000] 21,000 [6,000 - 72,000} 16,000 [5,200 - 48,000] 
<200 [<400] 


12,000 
180,000 


[5,900 - 20,000] 
[88,000 - 300,000] 


Bahamas 2,500 [1,600 - 4,000] <200 [<400] <200 [<400} 
Barbados 800 [300 - 2,400] <200 [<400] <200 [<400] 
Cuba 1,000 [300 - 2,000] ; 3 sik on 
Dominican Republic 23,000 [13,000 - 39,000] 2,200 [1,100 - 4,400] 2,100 [1,100 - 4,100] 
Haiti 140,000 [71,000 - 260,000} 19,000 [7,900 - 45,000] 18,000 [8,700 - 39,000] 
Jamaica 7,200 [3,700 - 14,000] <500 [<1,000] <500 [<1,000] 
Trinidad and Tobago 13,000 [5,600 - 28,000] 700 [300 - 2,100] 600 [300 - 1,500] 
Argentina 23,000 [11,000 - 37,000} an fe be site 
Belize 1,000 [400 - 2,500] <200 [<400] <200 [<400] 
Bolivia 1,100 [300 - 2,100] 

Brazil 230,000 [110,000 - 380,000] 

Chile 8,000 [3,900 - 13,000] 

Colombia 40,000 [20,000 - 65,000] 

Costa Rica 3,500 [1,700 - 5,700} 

Ecuador 6,200 [3,000 - 10,000] 

El Salvador 7,700 [3,800 - 13,000] 

Guatemala 27,000 [13,000 - 45,000] be ok RS ax 
Guyana * 6,100 [2,300 - 16,000] 600 [200 - 2,000} 700 [200 - 1,900} 
Honduras 27,000 [15,000 - 47,000] 3,900 [2,000 - 7,800] 3,200 [1,600 - 6,200} 
Mexico 49,000 [24,000 - 80,000] 

Nicaragua 1,800 [900 - 2,900] 

Panama 4,100 [2,000 - 6,700} 

Paraguay 2,700 [1,300 - 4,400] 

Peru 16,000 [8,000 - 27,000] vita - ase wih 
Suriname 1,300 [400 - 3,900] <200 [<800] <200 [<800} 
Uruguay 1,800 [900 - 2,900] "“ 

Venezuela 23,000 [11,000 - 37,000] 
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2. AIDS deaths 


3. Orphans due to AIDS 


Deaths in adults and children, | Deaths in ad j sp wre 
ults and children Orphans (0-17 

end 200 | phans (0-17), Orphans (0-17), 

: end 2001 living 2003 living in 2001 


[low estimate - — . 
Estimate high estimate; Estimate citar Estimate flow estimates | estimate sophie 
— 7 : ; ; ate] high 
ind Wonienage i <200] ar a gh estimate] . high estimate] 
bvenia <100 [<200] <100 [<200] 
<1000 [<2,000] <1000 [<2,000] 
Je a <100 [<200] <100 [<200} 
erie <200 <400 
je former Yugoslav we -_ an 
boublic of Macedonia <100 [<200] <100 [<200] 
<500 [<1,000] <500 [<1,000] 
<500 [<1,000] <500 [<1,000] 
<200 [<400] <200 [<400} 
700 [200 - 1,600] <500 [<1 000] 
<200 [<400] <200 [<400] 
pba on <200 [<400] <200 [<400} 
foyan Arab Jamahiriya oe 
ime <200 [<400] <200 [<400] 
laudi Arabia S . ss - 
de 23,000 [8,700 - 61,000] 16,000 [6,800 - 39,000] 
rian Arab Republic <200 [<400] set ae 
sic <200 [<400] <200 [sane 
lurkey 
nited Arab Emirates 
1,500 [740 - 2,500] 1,500 [740 - 2,500) 


States of America [6,900 - 23,000] [6,900 - 23,000] 


[<400] <200 [<400] 
jarbados <200 [<400] <200 [<400] 
yuba <200 [<400] <200 [<400] 
lominican Republic 7,900 [4,700 - 13,000] 7,000 [4,200 - 12,000] 
faiti 24,000 [12,000 - 47,000] 22,000 [13,000 - 40,000] 
amaica 900 [500 - 1,600] <500 [<1,000] 


[900 - 4,100} 1,500 [800 - 2,900] 


1,500 ** [1,400 - 3,000] *** 1,500 *** [1,400 - 3,000] *** 
<200 [<400] <200 [<400] 
olivia <500 [<1,000] <500 [<1,000] 
razil 15,000 *** (14,000 - 22,000] ***  14,600*** —_[13,000 - 20,000] *** 
1,400 [700 - 2,500] 800 [400 - 1,500] 
‘olombia 3,600 *** [2,200 - 6,000] *** 3,300 *** [2,000 - 5,800] *** 
josta Rica 900 [400 - 1,600] 800 [400 - 1,400] 
cuador 1,700 [800 - 3,600] 1,600 [700 - 3,200] 
| Salvador 2,200 [1,000 - 4,100] 2,000 [1,000 - 3,800] 
juatemala 5,800 [2,900 - 10,000} 4,900 [2,400 - 8,400] 
na* 1,100 [500 - 2,600] 1,300 [600 - 2,700] 
londuras 4,100 [2,300 - 7,200] 3,100 [1,700 - 5,500] 
lexico 5,000 *** [4,500 - 10,000]}*** 4,200 *** [4,000 - 9,000] *** 
icaragua <500 [<1,000] <500 [<1,000] 
anama <500 [<1,000] <200 [<400] 
araguay 600 [300 - 1,000] <500 [<1,000] 
4,200 [2,100 - 7,300] 3,700 [1,800 - 6,400] 
uriname <500 [<1,000] <500 [<1,000] 
ruguay <500 [<1,000] <500 [<1,000} 
enezuela 4,100 [1,900 - 8,000] 2,600 [1,200 - 5,300} = ” ie a 
| ——— 
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4. HIV prevalence (%) 
in young pregnant 
women (15-24) in 
capital city 


Country Year 
Serbia and Montenegro 

Slovenia 

Spain 

Sweden 

Switzerland 

The former Yugoslav 

Republic of Macedonia 

United Kingdom 


Algeria 

Bahrain 

Cyprus 

Egypt 

Iraq 

Israel 

Jordan 

Kuwait 

Lebanon 

Libyan Arab Jamahiriya 
Morocco 

Oman 

Qatar 

Saudi Arabia 

Sudan 

Syrian Arab Republic 
Tunisia 

Turkey 

United Arab Emirates 
Yemen 


Canada 
United States of America 


Bahamas i ae am a xu fi 


Barbados 

Cuba 

Dominican Republic 
Haiti 

Jamaica 

Trinidad and Tobago 


Argentina Fis Ee 2001 on st 2001 24.3 ie 


Belize 
Bolivia 
Brazil 
Chile 
Colombia 
Costa Rica 
Ecuador 

El Salvador 
Guatemala 
Guyana * 
Honduras 
Mexico 
Nicaragua 
Panama 
Paraguay 
Peru 
Suriname 
Uruguay 
Venezuela 


Median | Year — 


Injecting drug users 


Median 
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Sex workers 


Year — 


Median © 


3.5 


5. HIV prevalence (%) in groups with high-risk behaviour in capital city 


Men who have sex 
with men 


Year } Median 


1999 1:7 


2002 11.5 
2002 8.2 
2002 9.3 
2002 10.6 
2002 22.0 


H 
4 


| 6. Knowledge and 
| behaviour indicators 
Know a healthy-looki 
| person can have HIV 
(15-24) 


Female 
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6. Knowledge and behaviour indicators 


Can identify two prevention | 
methods and reject three Had sex before Reported higher-risk sex Used a condom the last time they had 


' , ‘ age 15 (%) (1519 in the | s i higher-risk sex, of those who had high- 
misconceptions (%) (15-24) | 9 (%) ( mn the last year (%4) (15-24) risk sex in the last year (%) (15-24) 


unt Female Male — Female — Male Female Male — 
bia and Montenegro a om ie 


Female Male 


S\y zZerle nd 
The former Yugoslav 
Republic of Macedonia 


nited Kingdom 


l , an Arab Jamahiriya 


y 
JTOCUO 


atar 
| Saudi Arabia 
= 
| Syrian Arab Republic 
ei, 
Turkey 
Jnited Arab Emirates 


States of America 


Barbados 


Cuba 52 _ i ” zi % ‘2  2000¢ 
Dominican Republic Zs af 13 18 16 49 in ae 2002 d 


iti 14 24 12 28 59 93 19 30 2000 d 


Guatemala a se " ‘_ a + 2000 c 
ana * eee wee ni Fhe! 

Honduras is a 13 19 vas sa ~ _ oan 

eri = it 7 s 10 Re 17 ee 2001 d 

‘ ragua er wee 

‘Paraguay - 29 a 19 « 2000 d 
is 2000 c 

Suriname 27 on a si aN as 

‘Uruguay ft a - we 1” M fe fe 2000 c 

Venezuela ae aes - 
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HIV/AIDS estimates ‘and data, end 2003 and end 2001 


The estimates and data provided in the follow- 
ing tables relate to the end of 2003 and the end 
of 2001 unless stated otherwise. These estimates 
have been produced and compiled by UNAIDS/ 
WHO. They have been shared with national 
AIDS programmes for review and comments, 
but are not necessarily the official estimates used 
by national governments. For countries where 
no recent data were available, country-specific 
estimates have not been listed in the table. In 
order to calculate regional totals, older data or 
regional models were used to produce minimum 
estimates for these countries. 


The estimates are given in rounded numbers. 
However, unrounded numbers were used in 
the calculation of rates and regional totals, so 
there may be minor discrepancies between the 
regional/global totals and the sum of the country 
figures. 


The general methodology and tools used to 
produce the country-specific estimates in the 
table have been described in a series of papers in 
Sexually Transmitted Infections 2004, 80 (Suppl 
1). The estimates produced by UNAIDS/WHO 
are based on methods and on parameters that 
are informed by advice given by the UNAIDS 
Reference Group on HIV/AIDS Estimates, 
Modelling and Projections. 


This group is made up of leading researchers 
in HIV and AIDS, epidemiology, demography 
and related areas. The Reference Group assesses 
the most recent published and unpublished 
work drawn from research studies in differ- 
ent countries. It also reviews advances in the 
understanding of HIV epidemics, and suggests 
methods to improve the quality and accuracy of 


the estimates. 
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Based on suggestions from the Reference Group, 
new software has been developed to model the 
course of HIV epidemics and their impact. 
These changes in procedures and assumptions 
have resulted in improved estimates of HIV and 
AIDS for 2003. To allow readers to assess recent 
trends in the epidemic, we also present end- 
2001 estimates developed using the same meth- 
odology and data as for the end-2003 estimates. 


The new estimates in this report are presented 
together with ranges, called ‘plausibility bounds’. 
These bounds reflect the certainty associated 
with each of the estimates. The wider the 
bounds, the greater the uncertainty surrounding 
an estimate. The extent of uncertainty depends 
mainly on the type of epidemic, and the quality, 
coverage and consistency of a country’s surveil- 
lance system. A full description of the methods 
used to develop plausibility bounds can be 
found in Sexually Transmitted Infections 2004, 
80 (Suppl 1). 


Adults in this report are defined as men and 
women aged 15-49 years. This age range cap- 
tures those in their most sexually active years. 
While the risk of HIV infection continues 
beyond 50 years, the vast majority of people 
who will become infected are likely to have done 
so by this age. 


Since population structures differ greatly from 
one country to another, especially for children 
and older adults, the restriction of ‘adults’ to 
15-49-year-olds has the advantage of making 
different populations more comparable. This age 
range was used as the denominator in calculat- 
ing the adult HIV prevalence proportion. It is 


also consistent with previous estimates. 
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Notes on specific indicators listed in the table 


1. Estimated number of people living 
with HIV, end-2003 and end-2001 

These estimates include all people with HIV infec- 
tion, whether or not they have developed symp- 
toms of AIDS, alive at the end of 2003 and the 
end of 2001. For countries marked with one aster- 
isk (*) a population-based survey with HIV preva- 
lence measurement will be conducted in the near 
future. For countries marked with two asterisks 
(**), new surveillance has been conducted recently 
but the results were not available for inclusion in 
the estimation process. For some countries where 
sufficient data from the last six years were not 
available, no estimates have been made. 


Adults and children 


Estimated number of adults and children 
living with HIV at the end of 2003 and 2001. 
Children are defined as those aged 0-14 years. 
Adults (15-49 years) 

Estimated number of adults living with HIV at 
the end of 2003 and 2001. 

Adult (15-49 years) prevalence proportion (%) 
To calculate the adult HIV prevalence propor- 
tion, the estimated number of adults living with 
HIV at the end of 2003 was divided by the 2003 
adult population (aged 15-49) and similarly for 
2001. 

Women (15-49 years) 

Estimated number of women (aged 15-49) 
living with HIV at the end of 2003 and 2001. 
Children (0-14 years) 

Estimated number of children under age 15 
living with HIV at the end of 2003 and 2001. 
2. AIDS deaths 

Adults and children 

Estimated number of adults and children who 
died of AIDS during 2003 and 2001. Estimates 
and ranges marked with three asterisks (***) have 


been informed by data from vital registration 
systems. 


3. Orphans due to AIDS 
Orphans (0-17 years) currently living 


Estimated number of children aged 0-17 years as 
of end-2003 who have lost one or both parents 
to AIDS. 


4. Plausibility bounds for the above 
indicator’ 

Depending on the reliability of the data avail- 
able, there may be more or less uncertainty 
surrounding each estimate. While a measure of 
uncertainty applies to all estimates, in this report 
the plausibility bounds are presented for the fol- 


lowing estimates: 


e Estimated number of adults (15-49 years) 
and children (0-14 years) living with HIV 
at the end of 2003 and 2001 

¢ Estimated number of adults (15-49 years) 
living with HIV at the end of 2003 and 2001 

e Estimated number of women (15-49 
years) living with HIV at the end of 2003 
and 2001 

e Estimated number of children (0-14 years) 
living with HIV at the end of 2003 and 2001 

e Estimated number of AIDS deaths in 
adults (15-49 years) and children (0-14 
years) during 2003 and 2001 

e 


Orphans (0-17 years) due to AIDS in 
2003 and 2001 


5. HIV prevalence proportion (%) in 
young pregnant women (15-24 years) in 
capital city, antenatal clinic sites 


These indicators are taken from the 2001 United 
Nations General Assembly Special Session on 
HIV/AIDS, and give a reasonable estimate of 
relatively recent trends over time in HIV infec- 
tion in countries with generalized epidemics 
(prevalence over 1%) that are predominantly 
heterosexually driven. The number of pregnant 
women attending antenatal clinics (ANC) aged 
15-24 years whose test results were positive is 
divided by the number of pregnant women aged 


EEE 
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. 
15-24 years who had an HIV test. The median 
of the capital city sites and year of the last report 
are included. 


6. HIV prevalence proportion (%) among 
specific populations at higher risk of 
HIV exposure in capital cities 


These indicators are recommended for report- 
ing against the goals of the 2001 United Nations 
General Assembly Special Session on HIV/AIDS 
in countries with low-level epidemics (prevalence 
under 1%; prevalence in specific populations 
at higher risk below 5%) or concentrated HIV 
epidemics (prevalence under 1%; prevalence in 
specific populations at higher risk above 5%). 
Most of these data are from routine sentinel sur- 
veillance. For each of the populations the table 
gives the year of the most recent report and the 
median for the surveillance sites in the capital 
city. The specific populations at higher risk of 
HIV exposure in the tables include: 


e Injecting drug users 
@ Sex workers 
Men who have sex with men 


7. Knowledge and behaviour indicators 
Before 2000, the definition of ‘high-risk-sex’ 


varied between surveys and thus the values pre- 
sented should be considered as indicative of the 
risk level in the respective countries. Attempts 
have been made to present standardized results, 
but the values given should not be used to com- 
pare risk levels between countries. 


The sources are denoted as follows: ‘a Behavioural 
Surveillance Surveys (FHI[U31]), ‘b) Botswana 
AIDS Impact Survey ([U32]2001), ‘° Multi- 
Indicator Cluster Survey (UNICEF[U33]), ‘d’ 
Demographic and Health Survey, ‘e’ Survey of 
Youth and Adolescent Reproductive Health and 
Sexual Behaviours in Mozambique (INJAD, 
2001[U34]); ‘f Reproductive Health Survey 
(CDC[U35]). For indicators derived from 


an additional survey, the year of the survey is 
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denoted as follows: ‘v’ 1998, ’w’ 1999, ‘*’ 2000, 
‘y 2001, ‘% 2002. 


Know that a healthy-looking person can 
have the AIDS virus (%) (15-24 years) 
Percentage of 15—24-year-old respondents (female 
and male) who know that a healthy-looking person 
can be infected with the AIDS virus. 


Can identify two prevention methods and 
reject three misconceptions (%) (15-24 years) 
Percentage of 15—24-year-old respondents (female 
and male) who could identify two ways a person 
could avoid getting the AIDS virus (using a 
condom and avoiding multiple partners) and 
reject three misconceptions (know that a healthy- 
looking person can have the AIDS virus and two 
local misconceptions, such as that mosquito bites 
can transmit AIDS virus). 


Had sex before age 15 (%) (15-19 years) 
Percentage of 15-19-year-old respondents 
(female and male) who reported having sex 


before the age of 15. 


Reported higher-risk sex (15-24) in the last 
year (%) 


Proportion of 15-24-year-old respondents 
who had sex with a non-marital, non-cohabit- 
ing partner in the last 12 months[U36], of all 
respondents reporting sexual activity in the last 
12 months. 

Used a condom the last time they had 
higher-risk sex, of those who had high-risk 
sex in the last year (%) (15-24) 

Percentage of 15—24-year-old respondents who 
say they used a condom the last time they had 
sex with a non-marital, non-cohabiting partner, 
of those who have had sex with such a partner in 


the last 12 months. 


Year 
Year of the survey in which knowledge and 


behavioural data was collected. 
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The Joint United Nations Programme on HIV/AIDS (UNAIDS) brings together nine 
UN agencies in a common effort to fight the epidemic: the United Nations Children’s 
Fund (UNICEF), the World Food Programme (WFP), the United Nations Development 
Programme (UNDP), the United Nations Population Fund (UNFPA), the United Nations 
Office on Drugs and Crime (UNODC), the International Labour Organization (ILO), the 
United Nations Educational, Scientific and Cultural Organization (UNESCO), the World 
Health Organization (WHO), and the World Bank. 


UNAIDS, as a cosponsored programme, unites the responses to the epidemic of its 
nine cosponsoring organizations and supplements these efforts with special initiatives. 
Its purpose is to lead and assist an expansion of the international response to HIV/AIDS 
on all fronts. UNAIDS works with a broad range of partners — governmental and 
nongovernmental, business, scientific and lay — to share knowledge, skills and best 


practices across boundaries. 
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For 58 years, the United Nations Children’s Fund (UNICEF) has been working with partners around the world to promote tho eacogtion and ) 
of children's human rights. This mandate was established in the Convention on the Rights of the Child, and ee bow 
ments, nongovernmental organizations and individuals in 162 countries, areas and ternitories. UNICEF brings to UNAIDS ater 

ability for effective communication and advocacy. UNICEF's priorities in addressing the AIDS epidemic include prevention among 
mother-to-child transmission and caring for and protecting orphans, vulnerable children, young people and parents ving with HIV , 


The World Food Programme (WFP) is the world’s largest humanitarian agency. It helps poor households affected by hunger and AIDS by ig f 
and other resources to address prevention, care and support. WFP's food assistance helps keep parents alive longer, enables orphans and vul 
children to stay in school, permits out-of-school youth to secure viable livelihoods and enables tuberculosis patients to complete their 
works in partnership with governments, other United Nations agencies, non-governmental organizations and communities and helps 
of their HIV status—who lack adequate food to secure nutrition and food security. 
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The United Nations Development Programme (UNDP) is a development agency with strong country presence. ls role is to pre 
legislative and resource environment which helps create an effective response to AIDS. UNDP supports countries in placing AIDS at th 7 
development agendas; promotes government, civil society, private sector and community leadership; helps countries to develop capacity 
well as to plan, manage and implement responses to the epidemic. UNDP also works to ensure that women and people living with HIV 
and directly involved in the response to AIDS. . ~ 


UNFPA, the United Nations Population Fund, builds on over three decades of experience in reproductive health and population issues t y 
response to the epidemic—in over 140 countries—on HIV prevention among young people and pregnant women, comprehensive . 
programming and strengthening the integration of reproductive health and AIDS. UNFPA further contributes through meeting the 
and needs of HIV-positive women and adolescents, promoting voluntary counselling and testing as well as services which prevent 
transmission, improving access to HIV and AIDS information and education and to preventive commodities, including those r 
It also provides demographic and socio-cultural studies to guide programme and policy development. 


The United Nations Office on Drugs and Crime (UNODC) is responsible for coordinating and providing leadership for all Unitied Nz 
activities, and for international cooperation in preventing and combating transnational crime and terrorism. In this context, UNODC 
approaches to HIV prevention and care among injecting drug users. In prison settings, UNOOC assists in implementing internat 
and standards, which ensure that all inmates receive health care, including for HIV and AIDS. UNODC helps governments to oc 
and provides guidance to reduce trafficked victims’ health consequences, particularly from HIV infection and AIDS. 


The International Labour Organization (ILO) promotes decent work and productive employment for ail, based on principlies of social 
non-discrimination. The ILO's contribution to UNAIDS includes: its tripartite membership, encouraging governments, employers and 
against AIDS; direct access to the workplace; long experience in framing international standards to Protect the nights of workers: and 2 gi 
cooperation programme. The ILO has produced a Code of Practice on HIV/AIDS and the world of work—an international guideline for 

and workplace policies and programmes. 
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Within the UN system, the United Nations Educational, Scientific and Cultural Organization (UNESCO) h@s @ special responsibility 
Since ignorance is a major factor in the AIDS epidemic, prevention education is at the top of UNESCO's agenda. Education is needed tc 
aware that they are at risk or vulnerable, as well as to generate skills and motivation Necessary for adopting behaviour to reduce risk and y 
to protect human rights. UNESCO works with governments and civil society organizations to implement policies and programmes for prevention educa 


and to mitigate the impact of AIDS on education systems. 


The objective of the World Health Organization (WHO) is the attainment by all peoples of the highest possible level of health. Rs work in HIV am 
is focused on the rapid scale up of treatment and care while accelerating prevention and strengthening health systems so that the health sector c 
to the epidemic is more effective and comprehensive. WHO defines and develops effective technical norms and guidelines. promotes 

provides strategic and technical support to Member States. The Organization also contributes to the global AIDS knowledge base by supporting surveillar 
monitoring and evaluation, reviewing the evidence for interventions and promoting the integration of research inte health semwce delivery. 


The World Bank's mission is to fight poverty with passion and professionalism. To combat AIDS, which is threatening to reverse the gains of developm 
the Bank has committed more than US$2 billion for HIV and AIDS projects worldwide. Most of the resources have been provided on highly concessic 
terms, including grants for the poorest countries. To address the devastating consequences of AIDS on development, the opment eon a 


in partnership with UNAIDS, donor agencies and governments. The Bank's response is comprehensive, encompassing prevention, care, 
impact mitigation. . 
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